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hemostatic we 


_ Promptly and effectively controls bleeding; 





~ 


absorbable <> 


Completely absorbed from various types of tissue; _ 
‘N\ 
e 
convenient 


Requires no cumbersome preparatory procedures; 
applied directly to bleeding surfaces as it comes 
from the container; 


° 
practical 
Pliable; easy to apply; conforms readily 
to wound surfaces; 


versatile 


Available in forms adaptable to a maximum of uses. 
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SKELETON INDRAWN 


In conditions of faulty body mechanics, 
the nonuse of the abdominal muscles al- 
lows the pelvis to rotate downward and 
forward, bringing the sacrum up and back. 
There results an increased forward lumbar 
curve with the articular facets of the lum- 
bar spine crowded together in the back. 


The dorsal spine curves backward with 
compression of the dorsal intervertebral 
discs and the cervical spine curves forward 
with the articular facets in this region 





closer together. Therefore, chronic strain 
of the muscles, ligaments and joints of the 
spine and pelvis occurs. 


Camp Anatomical Supports have an ad- 
justment by means of which their lower 
sections can be evenly and accurately 
brought about the major portion of the 
bony pelvis. When the pelvis is thus stead- 
ied, the patient can contract the abdominal 
muscles with ease and then with slight 
movement straighten the upper back. 


Relieving back strain and fatigue due to faulty body mechanics is a feature of the 
Camp Support illustrated and other types for Prenatal, Postnatal, Postoperative, 
Pendulous Abdomen, Visceroptosis, Nephroptosis, Hernia and Orthopedic conditions. 


Ss. H. CAMP AND COMPANY 


e JACKSON, MICHIGAN 


World's Largest Manufacturers of Scientific Supports 
Offices in New York ¢ Chicago « Windsor, Ontario « London, England 
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BLUE CROSS-BLUE SHIELD— 
WHAT THEY ARE 


HE BLUE CROSS national organization, de- 

veloped a number of years ago, started first 
with a co-operative health service among a group 
of teachers at Baylor University in Texas. The 
movement for hospital services grew and finally 
reached Michigan in 1939. Our Michigan Hos- 
pital Service was first developed and sponsored 
by the hospitals of Michigan, together with the 
Michigan Hospital Association, and the active co- 
operation of the Michigan State Medical Society. 
That was before the name Blue Cross had been 
generally accepted. 

Michigan Medical Service was the development 
of studies made by the Michigan State Medical 
Society committee on the distribution of medical 
care, but pioneered by independent groups in 
various parts of the state, especially Calhoun, 
Wayne, and Washtenaw Counties. When the or- 
ganization was finally formed, working sales agree- 
ments and close co-operation were effected with 
Michigan Hospital Service. That was March 1, 
1940. 

The term “Blue Cross” is used nationally to 
indicate voluntary, non-profit hospital service 
organizations, like Michigan Hospital Service. The 
term “Blue Shield” is similar in designation, re- 
ferring to the voluntary, non-profit medical and 
surgical plans, such as Michigan Medical Service. 
This term “Blue Shield” was adopted much later 
than the term “Blue Cross” and is well recognized 
and used throughout the nation. In Michigan, 
however, this is not entirely true. Our Michigan 
Medical Service had adopted the term “Blue 
Cross” and had so desigriated itself before the 
term “Blue Shield” was suggested. We believed 
that, inasmuch as the public in general, considers 
the two services as inter-related and essentially 
one package, it would not be wise to try to 
popularize the term “Blue Shield.” Michigan 
Medical Service and Michigan Hospital Service, 
therefore, adopted an emblem which is a combi- 
nation of the national Blue Cross emblem and 
Blue Shield emblem. The Blue Cross has a seal 
of the American Hospital Association in the 
center, and the Blue Shield, is a shield with a 





See page 364 for additional editorials. 
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Editorial 
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caduceus in the center. This shield was made 
smaller and substituted for the American Hospital 
Association emblem in our Michigan design. That 
is the recognized emblem of the two services in 
Michigan and is recognized by our Michigan 
public and doctors of medicine. 


Socialized Medicine and Blue Shield 

The campaign for compulsory health insurance 
throughout the nation has been gaining force for 
many years. It has been opposed officially and 
editorially by the medical profession with millions 
of letters against it and pages and pages of 
editorial opposition. The one thing which would 
prevent this extension of a socialized state, the 
offering of a substitute which would supply the 
needs of people, was not done until Michigan and 
some other progressive states developed our non- 
profit, prepayment medical care plans. We have 
advocated Michigan Medical Service as an answer 
to the socialized medicine program, knowing that 
it will cover the need in the question of catastroph- 
ic illness, can cover the indigent or low income 
by co-operation with relief agencies, and will 
avoid the pitfalls of unnecessary and nuisance 
demands upon the health services, medical, hos- 
pital, et cetera. 

The American Medical Association has come 
to the same belief and is now, by direction of 
the House of Delegates, using the services of 
public relations officers to publicize the advantages 
of our voluntary, independent methods of practice. 
They will be advertising Blue Shield throughout 
the nation. We believe, therefore, that we should 
add the term “Blue Shield” in Michigan as a 
part of our designation. Michigan will have its 
own public relations program in opposition to 
socialized medicine or “compulsory health in- 
surance,” but we should tie this in with the 
national effort. That can best be done by adopt- 
ing the same designation the rest of the nation 
uses. 


NATIONAL HEALTH FOR 1949 


HE DEMAND for National Health “In- 

surance” has been emphasized from adminis- 

trative and governmental sources at every Op- 

portunity for several years. Claims were made 

after the election that a mandate had been given 
(Continued on Page 270) 
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Signs and symptoms referable to the right 


nal diagnostic step—oral cholecystography 
with Priopax.* With this simple proce- 


“are available in envelopes containing six 0.5 Gm. 


. *® 


R.U.O. 


upper quadrant can be clarified by a cardi- 


dure, the diagnosis of chronic gallbladder 
disease can usually be definitively made or 
ruled out. Such precision stems from the 
rapid and almost complete absorption of 
PRIODAX. 


With Priopax, the normal gallbladder is 
clearly and distinctly visualized; whereas 
nonvisualization or faint visualization al- 
most always indicates cholecystic disease. 
Due to its optimal radiopacity, gallstones 
show up well, either as negative shadows 
(if radiolucent) or as shadows denser than 
the surrounding Priopax (if radiopaque). 


PRIODAX 


(BRAND OF IODOALPHIONIC ACID—SCHERING) 





Patient tolerance to PRIoDAX is excellent, 
untoward reactions such as severe nausea 
and vomiting are seldom encountered. Loss 
of the medium is thus avoided and diagnos- 
tic accuracy consequently enhanced. 


PACKAGING: Priopax, beta-(4-hydroxy-3, 5- 
diiodopheny] ) -alpha-pheny]-propionic acid, Tablets 


tablets (1 dose) ; boxes of 1, 5, 25 and 100 envel- 


opes. Hospital Dispensing Package containing 4 
rolls of 250 tablets each. 


CORPORATION - BLOOMFIELD, N. J. 


_ IN CANADA, SCHERING CORPORATION LTD., MONTREAL 





EDITORIAL 


NATIONAL HEALTH FOR 1949 
(Continued from Page 268) 


for national compulsory health insurance which is 
“Socialized Medicine.” The President and Mr. 
Oscar Ewing, as well as others of the social plan- 
ning group, so interpreted the election returns. 
The American Medical Association was stimulated 
into renewed opposition to the socialization pro- 
gram. Each member has been asked to contribute 
$25.00 for a “Public Education Program” and 
for a new public relations regime, and to inform 
the public of our opposition to the socializing of 
medicine. 

The medical profession has naturally, and very 
rightfully, manifested its opposition to the designs 
of the organized and thoroughly entrenched 
bureaucrats who are attempting to rob us of our 
privilege of private enterprise. We are opposed to 
this change. Our whole mode of life and practice 
could not be radically altered if there were not a 
need to be satisfied. We know that adequate 
medical-hospital-health care costs heavily, and to 
a certain percentage of our people a serious illness 
would be catastrophic. The social planners have 
seized this economic condition of modern life and 
have offered a “free,” compulsory solution. The 
profession must not only fight for its untrammeled 
existence but more forceably for the retention of 
the best known system of medical care to the 
public. It must join with every well-disposed 
citizen to fight off State Socialism. The pro- 
fession cannot hope for co-operation and success 
unless it offers a substitute for the bait held out 
by our clever, and designing officials of govern- 
ment who are making a tremendous fight for 
political power. 


Blue Shield is Prepared 


Fortunately, the medical profession and the 
hospital administrators, have at hand a natural 
answer—Blue Shield and Blue Cross. Our volun- 
tary, non-profit, health plans were developed to 
cope with the very economic situation now pre- 
vailing. Our medical and hospital statesmen early 
recognized an economic need and established vol- 
untary health groups, using the insurance principle 
—the well-developed and distinctly American ap- 
proach of spreading costs and losses over large 
groups. We have been successful far beyond our 
dreams. 


Mr. Ewing says in his “Report to the President” 
that our voluntary plans cannot succeed, that they 
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cannot give the service demanded. He sets up an 
outline of the service which he says must be rep. 
dered to the people—complete health care for 
everybody. But he admits his proposed compul- 
sory medical plan cannot work unless by enor- 
mously increasing the number of hospital beds, 
doctors and dentists. He proposes a ten-year plan 
to make his scheme workable and forty years for 
completion. 


The profession is constantly proving Ewing, 
Falk, Altmeyer, Wagner, Murray, and Truman to 
be wrong by the simple expedient of having given 
the American people the most adequate and effi- 
cient medical and hospital care ever offered any 
nation. We have done this under independent 
enterprise. 


Our Solution 


We have something definite and proven to offer 
the American people—a true extention of the 
private, independent, and ambitious way of life. 
Mr. Ewing has a theory to offer, but to carry out 
his theory he must completely revamp the most 
fundamental principle of American life—our 
private enterprise. 


Michigan has proven our theory practicable. 
Michigan Medical Service and Michigan Hospital 
Service give a million and a half of our people 
secure assurance of protection from health catas- 
trophy. Our doctors of medicine and our hospitals 
pioneered in developing the one actual defense 
we have against socialism. With our experience 
and facilities we can cover all of the field of 
medical care for which our people are willing to 
pay. 

We now come to a serious milestone. The pro- 
fession and the American people are right up 
against a revolution. Our private enterprise, our 
independence and our self-sufficient life, which 
have built this great nation, are being threatened. 
The American Medical Association has asked and 
expects us to contribute $25.00 for its extended 
program. That alone is not enough. We all must 
work actively to preserve our inheritance. Of over 
5,000 doctors in Michigan (4663 paying members 
last year), only 3547 are participating members of 
Michigan Medical Service. This is not so im- 
portant, but a “recession” would make participa- 
tion almost a must. The State Insurance Com- 
missioner’s office demanded an 80 per cent partici- 
pation before allowing Michigan Medical Service 

(Continued on Page 272) 
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LATEST VITAMIN FACTS 


From Merck— where many of the vitamin 


factors were first synthesized. 





These six Merck Vitamin Reviews 
are yours for the asking while 
the editions last. These concise 
reviews contain up-to-date, au- 
thoritative facts and can be most 
useful for quick reference. Please 
address requests for copies to 
Merck & Co., Inc., Rahway, N. J. 





PARTIAL INDEX OF CONTENTS 


e Factors that produce avitaminosis, 
e Signs and symptoms of deficiency. 
® Daily requirements and dosages. 

e Distribution in foods. 

e Methods of administration. 


e Clinical use in specific conditions. 




















MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. Jd. 


Marcu, 1949 
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EDITORIAL 


NATIONAL HEALTH FOR 1949 

(Continued from Page 270) 
to start doing business because, as a “service 
organization” promising medical service to our 
subscribers, we must be able to prove our capacity 
to deliver. 

The question is now being asked: “Are you 
doctors united and agreed in your program?” 
We are asking our friends to help us in our’fight. 
Are we individually doing our part? As a pro- 
fession, we have offered our solution of vast 
economic problems to the people of our state and 
nation. If we continue as individualists, rugged 
ones with pride in our work and accomplishments, 
we are doomed to defeat. One man’s protest gets 
nowhere. Only united effort will protect what we 
and our patrons hold most dear. 


SABOTAGE! 
UR SERVICE PLANS are too much of a 


success. Mr. Ewing says they are inadequate 
and too weak, but Mr. Tom Clark, Attorney 
General acting for the United States of America, 
says they are a conspiracy in restraint of trade. 
Oregon State Medical Society and Oregon Physi- 
cians Service are now defending their existence in 
a suit brought under the Sherman Anti-trust Law. 
In California, a similar suit is in the state courts. 
Which State Medical Society will be next on the 
liquidation list? 

The action taken against the American Medical 
Association, a few years ago, is being repeated. 
The easiest way to defeat a service program of a 
group like our medical societies and medical plans 
is to discredit them. Is the handwriting evident? 

Government planners are getting ready for an 
all-out attack on private medicine. Half-hearted 
defense measures will not do! We must have a 
vigorous defense but most of all we must have a 
determined counter attack. We must offer a united 
and completely supported plan to give our people 
the care they need. We have it in our voluntary, 
non-profit, health care plans. Doctor, support 
them—and thus protect your patients and yourself. 


SOCIALIZED MEDICINE IN ENGLAND 


— ARCHIBALD McINDOE, English surgeon, 
has recently toured the United States and made 
several speeches. He told about the increase in 
socialism and the effort by the Fabian Society to 
nationalize England’s resources, labor, and pro- 
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duction. The Rocky Mountain Medical Journal, 
editorially states: 


“England is financially broke and must find a way of 
paying for what she needs; at least one-half of the popu. 
lace must be fed from outside resources. Her present 
social security program intends that every individual jn 
the country shall be entitled to freedom from want from 
womb to tomb. This plan is expressed in three ways— 
unemployment and old age insurance, abolishment of jp. 
dustrial injuries compensation, and state control of al] 
hospitals (except the teaching instructions). 

“The doctors of England were given a plan of panel 
practice in keeping with the above, for the simple rea- 
son that they did not submit a plan of their own. 
(AMA please note!) A hostile people, the press, and 
the House of Commons resented what they interpreted, 
rightly or wrongly, as unfair or selfish financial ambition 
on the part of the doctors. Ninety per cent of the doc- 
tors voted against the plan, but there was no alternative 
to its acceptance. They were told that they did not 
have to go in, but each was at liberty to make his own 
living, if he could, out of the five per cent of people 
who did not accept or were not entitled to “free’’ medical 
care. Obviously very few physicians could afford to take 
such a risky gamble with essentially every wage-earner 
and his family entitled to medical care in return for 
compulsory withholding of the equivalent of one dollar 
and a half from his earnings. For this premium, he is 
entitled to old age benefits, medical and hospital care, 
industrial accident coverage and prosthesis—even includ- 
ing eye glasses. 

“The doctors were offered what appeared to be a 
fairly attractive proposition; apparently luscious bait was 
placed in the trap to gain their co-operation, if not their 
enthusiasm. The physician ultimately, after his useful 
professional life, receives a pension which is two-thirds 
of the average income of the last three years of his prac- 
tice. This pension does not die with him, if his wife 
survives, but is concluded with her death. The doctor 
is still entitled to earn all that his inclination and physical 
stamina will permit. But, as with any other Englishman, 
he cannot keep more than 3,200 pounds (approximately 
$12,000), for the government takes all beyond that.” 


FREE MEDICAL SERVICE 


HE SURGEON GENERAL of the Army has 

recently announced the elimination of free 
medical and hospital services to the wives and 
dependents of Army personnel, enlisted or officers, 
which will be effective July 1, 1949. If the other 
services, the Navy and the Air Force, have not 
already done so, they will undoubtedly issue a 
similar order. Under the present regulation, the 
military is now caring for about 1,400,000 of these 
dependents situated at the various military e¢s- 
tablishments, and this creates quite a burden. 
But many of these establishments are in localities 
where there are no civilian doctors, and to abandon 
the care of these people will work a hardship on 
them. 

This is a problem similar to that met by the 
Veterans Administration three years ago, and we 
believe the, same solution could work here even 
better. It might be advisable for the military forces 

(Continued on Page 280) 
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L a recent coast-to-coast 
test, hundreds of men and 
women smoked Camels—and 
only Camels—for 30 consecu- 
tive days. These people 
smoked on the average of one 
to two packages of Camels a 
day during the entire test pe- 
riod. Each week, throat spe- 
cialists examined these Camel 
smokers. A total of 2,470 care- 
ful examinations were made 
by these doctors. After study- 
ing the results of the weekly 
examinations, these throat 
specialists reported: 


"NOT ONE SINGLE CASE OF THROAT 
IRRITATION DUE TO SMOKING CAMELS!” 





Money-Back Test Camel mildness for yourself in your own 
“T.Zone.” T for taste, T for throat. If, at 
Guarantee! any time, you are not convinced that Camels 
are the mildest cigarette you’ve ever smoked, 
return the package with the unused Camels 
and we will refund its full purchase price, 
plus postage. (Signed) R. J. Reynolds Tobacco 
Company, Winston-Salem, North Carolina. 






According to a Nationwide survey: 


More Doctors 
SMOKE CAMELS 


than any other cigarette 
Marcu, 1949 





Doctors smoke for pleasure, too! And when 
three leading independent research organiza- 
tions asked 113,597 doctors what cigarette 
they smoked, the brand named most was Camel! 
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Foundation President’s Report 


Presented by E. I. Carr, M.D., Lansing, President of the Michigan Foundation 
for Medical and Health Education, Inc., at the Meeting of Members 


in Detroit, January 29, 1949. 


During the early months of the existence of this 
Foundation, the activities were centered in fund 
raising. Probably the time will never come when 


Michigan State College research of rural medi- 
cal needs to which we contributed $500.00. 
From encouragement of this membership one 
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FounpaTion Receives $25,317.00 


E. I. Carr, M.D., President of the Michigan Foundation for Medical and Mealth Educa- 
tion, Inc., receives check from H. C. Hilliker, Trust Officer of the Detroit Trust Company 
for $25,317.00 representing one-half the proceeds of the Estate of Mrs. Andrew P. Biddle, 
Deceased. Presentation was made before officers and members of the Foundation at Detroit, 
January 29, 1949. 

(Seated) Wm. J. 


Burns, Secretary, Lansing; B. R. Corbus, M.D., Vice President, Grand Rapids; E. I. Carr, 





M.D., President, Lansing; H. C. Hilliker, Detroit Trust Company, Detroit; C. Stewart Baxter, Trustee, Detroit 
and J. M. Robb, M.D., Trustee, Detroit. 

(Standing) P. L. Ledwidge, M.D., Detroit, Wilfrid Haughey, M.D., Battle Creek, A. S. Brunk, M.D., 
Detroit, P. A. Riley, M.D., ‘Jackson, A. H. iiller, M.D., Gladstone, O. O. Beck, M.D., Birmingham, E. F. 
Sladek, M.D., Traverse City, pa Duane Miller, M.D. rand Ra ids, ; a Hirschman, M.D., Detroit, L. 
Fernald Foster, M.D., Bay City, F. H. Drummond, M_D., Kawkawlin, W. S. Jones, M.D., Menominee, W. B. 
Harm, M.D., Detroit and C. E. Umphrey, MD., Detroit. 


this effort can be relinquished. Organizations of 
this kind, of necessity, must continuously concen- 
trate upon opportunities for resources with long- 
range planning for future incoming funds. As the 
work of administration of the Foundation pro- 
gresses, projects and sponsorships tend to intrude 
upon fund-raising efforts. We, the membership, 
must never be unmindful of the continually grow- 
ing need for increasing funds to carry on the ex- 
panding responsibilities which our own ambitions 
require and which are expected of this Foundation 
by the public. 


During the past year, we have co-sponsored 


the following: Postgraduate Clinical Institute, 


Michigan Rural Health Conference, Michigan 
Heart and Rheumatic Fever Postgraduate Con- 
ference, Cancer Control Conference, and the 
274 


year ago, the Trustees formulated the following 
resolution: 


“Appreciating the need for more doctors of medicine 
in rural areas, this Foundation proposes to establish a 
revolving loan fund to be known as the ‘Fund for the 
Encouragement of Medical Practice in Rural Areas.’ 
The administration of the program shall be under the 
direction of a Qualifications Committee. The funds 
shall be distributed in the form of loans to those 
students presently in the upper classes of the medical 
schools, or interns or residents in hospital service, who 
require financial help. 


“The requirements of the fund shall be: (a) that the 
individual obtaining such aid shall be expected to prac- 
tice in a rural area for a minimum of three years; (b) 
that the loan shall be “without interest until the end of 
the individual’s first year of practice; and (c) that such 


(Continued on Page 276) 
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PROFESSIONAL 
a \ a 


CHECK these Features 


@ Lifetime benefits starting from Ist 
day of sickness or accident. 


@ No automatic termination age. 


@ Once policy is issued, it cannot be 
ridered or amended. 


@ Premiums waived for total disability. 


@ You can elect full lifetime benefig 
for total accident disability inste 
of a lump sum for loss of Be 
hands, feet or eyes. 


@ Pays full benefits if injure 
other than your regular wé 


@ Covers all accidents ex 


EARL B. BRINK AGENCY 


MUTUAL BENEFIT HEALTH & ACCIDENT ASSOCIATION F 
1221 BOOK BLDG. DETROIT (26! MICHIGAN FOR 


INFORMATIE 
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FOUNDATION PRESIDENT’S REPORT 


(Continued from Page 274) 


loan shall be repaid in line with conditions to be estab- 
lished by the Board of Trustees of the Michigan Foun- 
dation for Medical & Health Education, Inc.” 


The following committees were set up: the 
Qualifications Committee is composed of Doctors 
Louis J. Hirschman, J. S. DeTar, C. R. Keyport 
and E. I. Carr; Advisors to the Qualifications Com- 
mittee are the Deans of the two medical schools, 
the President and the Chairman of the Rural 
Health Committee MSMS and any others who 
may be designated. 


This project was launched at a breakfast given 
by the Foundation at the Book-Cadillac Hotel in 
Detroit on March 11, 1948. Invited to attend 
were newspapermen, radio men, businessmen, 
representatives of rural organizations and doc- 
tors of medicine who are particularly interested 
in the cause. Your President outlined the plan 
and presented Dr. Louis J. Hirschman, who was 
the keynoter. We are greatly indebted to Doctor 
Hirschman for a job well done which gave in- 
spiration and stimulation for this project. 


Immediate publicity followed and the medical 
schools were reached with descriptive notices so 
that every last medical student in Michigan had 
an opportunity to know the details of this plan. 
When no inquiries were forthcoming, your Presi- 
dent sent a personalized letter to the director of 
every accredited hospital in Michigan appraising 
each of this plan to encourage young doctors to 
locate in rural areas. There were responses from 
seven hospital directors commending this project 
but they all regretted that they knew of no can- 
didate. From all of these efforts, only eight young 
men have made inquiries, one of whom requested 
“pull” and not money to get him into medical 
school. The attitude of each of these inquirers 
seemed more from a buyer than from an appli- 
cant and none followed up our prompt responses 
describing the plan. 


The trend towards specialization and away from 
general practice is a threat to the private practice 
of medicine. In some way, a fear has developed 
among young men in medicine that, without spe- 
cialization, privileges of practice will be limited. 
Our experience indicates that financial aid in 
education is not the sole remedy to secure young 
graduates to practice in rural areas. 

Another approach has already been launched. 
Approval has been obtained to incorporate dis- 
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cussion of the privileges and attractive features for 
the general practitioner in smaller towns and rural 
areas in the lectures given on economics in the 
medical schools. In this way, upperclass med- 
ical students will be approached on the features 
of general practice, the backbone of American 


Medicine. 


Our Foundation and our revolving fund plan 
have attracted the interest of other states and we 
have been called upon several times to describe our 
setup. 


In October, the Board accepted with regret the 
resignation of Trustee E. H. Fletcher, necessitated 
by his moving his residence to California. We 
are pleased to announce the election and accept- 
ance to the Board of Mr. Stewart Baxter, Trust 
Officer of the National Bank of Detroit, to fill the 
unexpired term as a Trustee of this organiza- 
tion. 


The philosophy and purpose of this corporation 
have implied tax exemption, and all gifts to the 
Foundation have been items for deduction by 
donors. The Treasury Department frequently 
withholds rulings, but we are able to report that 
we are now in possession of a definite ruling from 
Washington which gives this Foundation tax ex- 
emption and a right to definitely advise all donors 
that their gifts to the Foundation are ruled deduct- 
ible on their income tax returns. 


The final check from the estates of Dr. and 
Mrs. Andrew P. Biddle has been issued and will 
be given in the financial report. 


The Foundation issue of THE JournaL MSMS 
will be forthcoming shortly. 


It would seem that the greatest accomplishment 
of influence that this Foundation has yet presented 
has resulted from its attention to distribution of 
medical care and, in particular, to its planning 
for improved rural medical care and opportunities 
in general practice. With many others, your Pres- 
ident believes that the evidence does not show a 
shortage of doctors for Michigan or for the nation 
but, on the contrary, a lack of reasonable and 
fair distribution of doctors. A great opportu- 
nity for service lies in our continued effort for 
a fair distribution of medical care together with the 
continuation and expansion of the several causes 


to which we are committed. 
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DOSAGE BARRIER REMOVED: Theopiiylline dosage can 
now be pushed to levels which provide the optimal benefits of 
the medication. SYNOPHYLATE* is well tolerated: irritative effect 
on the gastric mucosa is minimized. Its high degree of solubility 
permits prompt absorption with rapid clinical effect. 


FLEXIBILITY OF DOSAGE: Three dosage forms of SYNO- 
PHYLATE facilitate adaptation of the medication to the needs 
of the individual. 


Tablets SYNOPHYLATE: 0.33 Gm. (5 grains), equivalent 
to 0.165 Gm. (2% grains) Theophylline U.S.P.; bottles of 100, 
500, and 1,000. Tablets of 0.165 Gm. (242 grains) also available. 


Syrup SYNOPHYLATE: Each teaspoonful (4 cc.) contains 
0.33 Gm. (5 grains) SYNOPHYLATE, equivalent to 0.165 Gm. 
(2% grains) Theophylline U.S.P.; bottles of 1 pt. and 1 gal. 


Suppositories SYNOPHYLATE, Rectal: Each supposi- 
tory contains 0.78 Gm. (12 grains) SYNOPHYLATE, equivalent to 
0.39 Gm. (6 grains) Theophylline U.S.P.; cartons of 12 foil- 
wrapped suppositories. 


“Trademark of The Central Pharmacol Co. 
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Cancer Comment 





FOURTH GASTRIC CANCER 
CONFERENCE HIGHLIGHTS 


Some highlights of the Fourth Gastric Cancer 
Conference sponsored by the National Cancer In- 
stitute and held in San Francisco, December 13 
and 14, 1948, are of general interest. 


Work is continuing on the production of gastric 
carcinoma in mice by the injection of methyl- 
cholanthrene into the stomach wall. By this means, 
at least in animals, it is possible to gain some 
information on the growth properties of gastric 
Another series of experiments has 
shown that shortly after cutting the recurrent nerve 
in large tropical cockroaches gastric carcinomas 
develop in the operated roaches. Apparently this 
is the first time that gastric carcinoma has been 
produced by altering the nerve supply to the organ 
affected. 

The role of the mucous cell in the production 
of gastric cancer is being studied since it appears 
to be the mucous cell that goes on to the forma- 
tion of the tumor. Influence of endocrine factors 
was emphasized by castrations in both male and 
female mice at various stages in the life of the 
animal. Castration had influenced development 
of gastric cancer by several times in the castrated 
animal versus the non-castrated and the incidence 
was greater in males than in females. 


carcinoma. 


Of much clinical interest was a study conducted 
at the University of Minnesota on various “pre- 
cursor” groups of patients fifty years of age and 
older. In 1,486 individuals found to have achlor- 
hydria by the histamine test, gastrointestinal x-rays 
showed cancer in seven and polyps in 27. In 92 
individuals with pernicious anemia, there were 
detected four and three carcinomas. 
Seventy-five relatives of known gastric cancer pa- 
tients failed on examination to show either cancer 
or polyp. This method of study was 20 per cent 
more efficient in detecting gastric carcinoma than 


polyps 


other methods of gastrointestinal x-rays of symp- 
tomless individuals. Eight per cent of eighty-five 
gastric polyps proved to be malignant on histo- 
logical examination. 

The detection clinic for gastric cancer at the 
University of Minnesota calls for the following 
studies in addition to a history and a physical ex- 
amination: gastric analysis, photofluorogram of 
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the chest, proctoscopic and gynecological examina- 
tion, blood count, urinalysis, stool specimen and, 
in selected cases, gastrointestinal x-rays. It is only 
by careful studies such as these that the value of 
various types of cancer detection methods event- 
ually will be decided. 


In 2,500 examinations at Johns Hopkins Hos. 
pital, using the Schmidt Camera for taking photo- 
fluorograms of the stomach, thirteen gastric car- 
cinomas were found. This method does not re- 
quire the patient to come to the hospital fasting 
nor does it necessitate disrobing before having the 
photofluorogram. Of the survey methods proposed 
so far, this seems to be the one with most promise. 


The cytological examination of fasting gastric 
contents of over 500 individuals was reported from 
the University of Michigan. Carcinoma cells were 
found in approximately 45 per cent of patients 
known to have gastric cancer. Where there was 
evidence of cancer without histological proof, the 
cytological examination revealed cancer cells in 
one-third of cases. By examining the fasting gastric 
residium there was a definite increase of positive 
examinations where repeat aspirations were per- 
formed. Another technique now being used is that 
of blocking the cells in paraffin and examining as 
other histological examinations are done, but the 
efficiency of this procedure has not been evaluated. 
Whether this procedure can ever be used on a 
survey basis is somewhat doubtful, although it 
seems to be a definite contribution to the diagnosis 
of gastric cancer. It was emphasized that this 
method should not be utilized as the sole means of 
establishing the diagnosis of gastric carcinoma. 


There is evidence that acid phosphates in gastric 
juice may be elevated in some patients with gastric 
carcinoma. Another valuable observation is that 
many patients with gastric cancer have a positive 
Kepler Water test. 


With improvement in surgical technique, the 
mortality in total gastrectomy has been greatly re- 
duced and if a higher incidence of cure is ex- 
pected, more radical surgery, meaning more total 
gastrectomies, must be done. 


An effort is still being made to correlate the 


possible association of atrophic gastritis in cancer 


(Continued on Page 290) 
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Michigan Medical Service 





MICHIGAN MEDICAL SERVICE— 
MICHIGAN’S BLUE SHIELD 


With this month marking the centennial of the 
Wayne County Medical Society, there is probably 
no organization from whom congratulatory mes- 
sages are of more significance than the good wishes 
of the Michigan Medical Service. March is also 
the anniversary month of this organization, which 
is the doctors’ own non-profit, voluntary program 
of surgical-medical care in Michigan, and the 
Wayne County Medical Society was a determining 
factor in the establishment of the program. 


Now recognized throughout the world as one 
of the nation’s leading Blue Shield Plans, Michi- 
gan Medical Service began only nine years ago, 
in March, 1940. For approximately ten years prior 
to its establishment, members of the Michigan 
State Medical Society, the Wayne County Medical 
Society and other county medical societies in the 
state had made an intensive study of prepayment, 
medical care plans. The studies included an ex- 
amination of the British Panel System by repre- 
sentatives sent to England for the purpose. After 
the investigations and studies had been completed. 
it was necessary to secure enabling legislation. 
This legislation was passed during 1939 and Mich- 
igan Medical Service began operation on March 1, 
1940. 


Since then—from March, 1940, to January 1, 
1949—Michigan Medical Service has paid $32,- 
426,011.21 for services to the public rendered by 
the doctors. Of this amount, $7,125,912.24 was 
paid in 1948 alone. From inception to January 
1, 1949, 576,574 surgical cases (excluding those 
under the Veterans program) were handled by 
Michigan Medical Service. In 1948 these cases 
totaled. 106,383. 

The year of 1948 marked the enrollment of the 
millionth subscriber to Michigan Medical Serv- 
ice, and at the year’s end, the organization had a 
total of 1,311,811 persons enrolled in its plan. 


One of the Blue Shield Plans of the nation, 
Michigan Medical Service, for practical purposes, 
is known as one of the Michigan’s Blue Cross Plans. 
Its companion organization for hospital care is 
Michigan Hospital Service, a Blue Cross Plan, 
which also celebrates a March anniversary. 
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Organized ten years ago, Michigan Hospital 
Service enrolled its first subscriber on March 17, 
1939, and on January 1, 1949, had an enrollment 
of 1,537,632 members. 

During its ten-year period from March, 1939, 
to January 1, 1949, Michigan Hospital Service 
paid $62,486,685.85 to hospitals for services ren- 
dered Blue Cross subscribers. Of this amount, 
$14,842,453.83 was paid in 1948 alone. 

From inception to January 1, 1949, 7,997,741 
days of hospital care were provided by Michigan 
Hospital Service. In 1948 alone, these days of 
care reached the total of 1,189,561. 





FREE MEDICAL SERVICE 
(Continued from Page 272) 

—army, navy, and air—to investigate the feasi- 
bility of arranging for the care of the dependents 
of their personnel through the medium of voluntary 
service plans, similar to the “home town medical 
care program” we now have in force with the 
veterans, which was initiated by Michigan Medical 
and Hospital Services. This solution of a vexing 
problem, which will soon become acute, is so 
eminently proper and feasible that we are surprised 
it has not been started. 

The recent ruling, relieving the military officials 
of this burden, makes this an acute problem which 
the administration of the military forces cannot 
brush off, without offering some relief. If the fami- 
lies of the men in the service cannot be cared for 
medically, the securing of recruits for the military 
service may be increasingly difficult. The question 
of service connection does not enter; therefore, the 
solution can be reached even more easily than in 
the case of the veterans burden. The precedent 
has been established, and the know-how has been 
worked out for three years. 





People earning above $6,000 a year make up only 
4.23 per cent of the Federal income tax payers. But 
they pay 51.27 per cent of total income taxes, the Treas- 
ury Department reports. 

Only 2,227,013 out of the 52,600,470 persons filing 
Federal income tax returns in 1946 were listed as hav- 
ing income above $6,000. 

Only ninety-four persons—fewer than one in 500,000 
—reported incomes over $1,000,000 and just ten of them 
took in over $3,000,000. 

Almost half the people making returns showed income 
under $1,750 a vear. 
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You and Your Business 





HOME TOWN MEDICAL CARE FOR VETERANS 


Epitor’s Note: By request we are publishing an 
article by Paul F. Magnuson, M.D., which was pub- 
lished last year in The Journal of the American Medical 
Association. This is republished because the Veterans 
Administration officials wish to correct the misunder- 
standing on this subject which is apparent in Michigan. 

The Editor asked clarification from Arthur J. Klip- 
pen, M.D., Chief of Professional Service, Medical Division 
in the Michigan area, and we are quoting Dr. Klippen’s 
replies in addition to Dr. Magnuson’s letter. 

In brief, the “home town care” of veterans, medical 
and hospital, is available for all service-connected dis- 
abilities. If a veteran has been a bona-fide patient of 
the doctor in charge, the patient will not be taken away 
from the doctor if notification is made on the report 
that he is a regular patient of the doctor, not a new pa- 
tient for this particular service. In the case of non- 
service-connected disabilities, veterans can only be taken 
care of by the Veterans Administration when they are 
bed patients or out patients in a Veterans facility, and 
sign a statement that they are unable to pay reasonable 
fees. These patients are not eligible for “home town 
care’ and can be taken by the Administration only if 
there are available beds, according to the law. However, 
we know that from 70 to 80 per cent of the Veterans 
Administration patients are now in this category. 


Dr. Magnuson’s letter and Dr. Klippen’s comments 
follow. 


Dr. Paul B. Magnuson, chief medical director, Vet- 
erans Administration, writes: 


“It has come to my attention that considerable mis- 
understanding has developed throughout the medical 
profession concerning the establishment of fees for med- 
ical services to be paid private physicians participating 
in the so-called: “Home Town Medical Care Program 
for Veterans.” It has been contended that the Veterans 
Administration has arbitrarily established a fee schedule 
which represents the maximum amount which may be 
paid for any given service and which is, in effect, a na- 
tion fee schedule. It has also been contened that the 
various state medical societies and other interested groups 
were not consulted when this fee schedule was adopted. 

“In order to clear up any misunderstanding regarding 
this matter, it is desired to emphasize that my predeces- 
sor, Dr. Paul R. Hawley, had no intention at any time 
of establishing a national schedule of fees, nor do I 
contemplate doing so. However, the fee schedules origin- 
inally submitted by the various state medical societies, 
when the “Home Town Medical Care Program” was 
inaugurated, varied so widely in format, terminology 
and fees for similar or identical services that it was 
deemed advisable to establish a uniform fee schedule 
format and to set up tentative fees which could be used 
as a guide by the various state medical societies when 
submitting their proposals for the furnishing of medical 
care to veterans. 

“This uniform fee schedule format was formulated by 
the Professional Group of National Consultants to the 
Chief Medical Director. This group, representing the 
various specialties in medicine and surgery, is composed 
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of eminent physicians from all parts of the country, 
Tentative fees were set up in the format after a care. 
ful analysis of prepaid medical care plan workmen’s com- 
pensation and insurance fee schedules, and also the fee 
schedules in effect in the various states having agree- 
ments with the Veterans Administration. As was to 
be expected, considerable variation occurred in the fee 
schedules reviewed. ; 

“The Professional Group of National Consultants made 
every effort to arrive at fees that were considered to be 
within reasonable limits and which would, as nearly as 
possible, allow a uniform provisional fee schedule for use 
as a guide in facilitating and expediting the preparation 
of agreements between state medical societies and the 
Veterans Administration. 

“Further attempt was made to provide for elasticity 
in the charges for certain operations or other services 
which seemed to evoke more than average contention by 
listing the minimum and maximum amounts considered 
equitable. These items bear the notation AA, which 
indicates that the fee for the given service is to be 
determined by arbitration and agreement between the 
Veterans Administration and the medical society con- 
cerned. 

“May I reiterate that the Veterans Administration 
Fee Schedule Format is in no sense‘to. be construed as 
an arbitrary or national fee schedule. Furthermore, it is 
subject to periodic review and such modification as con- 
ditions may indicate.” 


+ + 


Veterans Administration 
Guardian Building 
Detroit 32, Michigan 
January 28, 1949 

Dear Doctor Haughey: 

Submitted herewith are answers to your questions, 
which we discussed at our meeting at the Michigan Med- 
ical Service Building on January 20, and which you 
desired for publication in the MicuicAN MeEpicat Jour- 
NAL along with Dr. Magnuson’s and Dr. Hawley’s letter 
explaining home-town medical care. 

The first question which arose was as follows: 

“Very often the Veterans Administration has asked 
for information from doctors relative to Veterans Admin- 
istration patients. Sometimes these patients have been 
under the care of private physicians, and in many cases 
they had not previously seen this particular doctor. This 
placed the burden of furnishing medical information to 
the Veterans Administration either on the veteran who 
may or may not be service connected for the condition 
for which he is requesting hospitalization or else will 
fall upon the good will of the physician.” This com- 
plaint was answered as follows: ‘Whenever information 
relative to the need for hospitalization was asked for by 
the Veterans Administration, authorization would be 
prepared by the Regional Office with the code of 
No. 0011 which means ‘examination to determine need 
for hospitalization’ and a fee of $3.00 would be paid. 
This fee would be paid on all cases whether service con- 
nected or not as long as it could be proven that the man 
was a veteran with an honorable discharge.” 

, Another complaint which was registered was as fol- 
Ows: 

“Many doctors had Veterans Administration patients 
under their care for variable periods of time and when 
the need of hospitalization arose they were almost al- 
ways taken out of the doctor’s care and placed in Govern- 
ment institutions such as Percy Jones or Dearborn. This 


(Continued on Page 284) 
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Nutritional adjuvants and supplements 


The extension of the usefulness of vitamins, 
beyond the specific deficiencies which they 
cure and prevent, is a therapeutic phenom- 
enon of the past decade. Those who specialize 
in nutritional disease have frequently empha- 
sized to physicians the doctrine that every 
cell in the body needs every vitamin all of 


the time. Today, fortunately, physicians are 
increasingly realizing the importance of the 
nutritional phase of medicine. Lederle has 
been pre-eminent in the vitamin field for 
many years. Its list of vitamin products 
includes combinations and single vitamins 
adequate for every clinical need. 


AMERICAN wand COMPANY 
30 ROCKEFELLER PLAZA « NEW YORK 20, N.Y. 
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VETERANS ADMINISTRATION 
(Continued from Page 282) 


complaint was answered as follows: “It is not our desire 
to interfere with doctor-patient relationships if they have 
existed for a considerable period of time. But’ as an 
economy measure, obviously, it is not good judgment to 
have empty beds in Government facilities which have to 
be paid for, full or empty, and at the same time rent a 
contract bed in addition, thus making the taxpayer pay 
for two beds for the same veteran at the same time. If 
no beds are vacant, however, in Government institutions it 
_is our desire that the family physician be allowed to car- 
ry on the hospital treatment in a contract hospital if 
necessary.” 

It is further stated that where doctor-patient rela- 
tionships have been of long standing that every effort 
would be made to maintain those doctor-patient relation- 
ships and allow contract hospitalization on emergency 
cases under the care of private physicians. This is not a 
new policy of the Veterans Administration but merely a 
clarification to the doctors of the State of an existing 
policy. Every effort will be made to see that this policy 
is followed. 

There: has obviously been some misunderstanding about 
service-connected and non-service-connected cases which 
can again be explained and which may bear repetition 
to the doctors of the State. Service-connected cases are 
those in which veterans receive disabilities during the 
war and file a claim for such disabilities. and, and this 
following statement is very important—the Government 
has recognized these disabilities as having been war- 
incurred. This latter type of veteran is the only one who 
may receive home-town medical care at the expense of 
the Veterans Administration and/or contract hospitaliza- 
tion, and this only when the Veterans Administration 
has been notified and given consent prior to such care or 
hospitalization. The other group of non-service con- 
nected cases, that is, veterans who have incurred dis- 
abilities not the result of war service, are not eligible to 
home-town medical care by the Veterans Administration, 
but they are eligible to hospitalization in a Government 
facility if a bed is available and they sign that they 
have no funds to care for their own illness. The only 
payment which can be made to the doctors on this type 
of case is the $3.00 doctor’s fee for filling out the physical 
examination on the Form P-10 for hospitalization when 
requested to do so by the Veterans Administration. 

The above is the information which I gave to you at 
our meeting on January 20. I hope that it adequately 
covers all the questions the doctors have been asking you. 
It is sent with the concurrence of Mr. Guy Palmer, Re- 
gional Manager of the Veterans Administration in De- 
troit. 

Sincerely yours, 


ARTHUR J. KLIPPEN, 
Chief, Professional 
Medical Division. 


EMERGENCY TELEPHONE SERVICE 

The Genesee County Medical Society has de- 
veloped a splendid emergency medical telephone 
service. To secure doctors in an emergency the 
Medical Society telephone has been bridged to 
a professional answering service, twenty-four 
hours a day, seven days a week. The County 
Medical Society had asked doctors to volunteer 
for emergency house calls. The names of these 
volunteers were given to the Professional Answer- 
ing Service, after which this new program was 
publicized through a feature story in the Flint 
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Journal. The unlisted telephone number was given 
to all hospitals, fire and police departments, social 
agencies, and to the members of the Genesee 
County Medical Society. After a trial period to 
determine the volume, the telephone number was 
made available to the public. 

The program works as follows: when a doctor, 
otherwise busy, is called he merely tells the pro- 
spective patient to phone the Medical Society 
number and another doctor will be sent. 

After nine months of operation, the Genesee 
County Medical Society no longer hears com- 
plaints of families unable to find a doctor in Flint 
and Genesee County. 

The calls have averaged over forty-five a month 
(412 calls in nine months). Only thirty-nine of 
these were daytime calls handled by the County 
Medical Society secretary. Only  seventy-four 
were from persons who said they had no family 
doctor. Sixty-one calls were for pediatric emer- 
gencies. 

The Genesee County Medical Society’s Public 
Relations Committee reports: “The public, the 
answering service, the doctors, and especially the 
volunteers, have remained co-operative. They 
all have realized this plan is an effort to solve 
a problem. We feel that the problem is solved in 
this county.” 

Our congratulations, Genesee County Medical 


Society, on this pioneering and most effective 
work. 





INTERNATIONAL CONGRESS ON 
RHEUMATIC DISEASES 


More than 150 physicians from foreign countries are 
expected at the International Congress on Rheumatic 
Diseases to be held at the Waldorf Astoria in New York 
City from May 30 to June 3, 1949. Many of these 
physicians will present papers before the plenary sessions 
which will be held in the mornings. In the afternoons 
clinics will be held at several of the New York hospitals. 

Among papers already accepted are: 


‘Rheumatism, a National Problem,” Lord Horder of London. 

“The Treatment of Progressive Rheumatism with Copper Salts,” 
Jacques Forestier, Aix-les-Bains, France. 

“Relations between Rheumatic Fever and Rheumatoid Arthritis,” 
Eric Jonsson of Stockholm. 

**Transfusions of Blood from Pregnant Women in Patients with 
Rheumatoid Arthritis,’ Imre Barsi-Basch of Budapest. 

‘**Procaine w+ in Painful Musculoskeletal Disorders,” Pro- 
fessor S. de Seze of Paris. 

“Statistical Analysis of 1,000 Cases of Rheumatoid Arthritis in 
Relation to Insidious and Acute Onset, Menopause, Pregnancy 


Psoriasis, Ankylosing Spondylitis, and Still’s Disease,” Sven 
Clemmesen, openhagen. 
“—— a ‘of Psychogenic Rheumatism,” Dr. William Tegner of 
ondon 


‘“Muscle Soreness and Myosis as a Symptom of Chronic Over- 
straining, Especially in Neurotics,’’ Henrik Seyfarth of Oslo. 
a Ces olyarthritis and Psoriasis,” P. Barcelo of Barcelona, 


i. of the Nervous System in Rheumatoid Arthritis,” 
Veikko Laine of Heinolan, Finland. 
‘‘Periarthritis of the Shoulder,’’ Fernando H. Ramos of Montevideo. 


The meeting is open, and the registration fee is $10.00. 
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Socialized Medicine 





SOCIAL MEDICINE SURE ROAD 
TO BANKRUPTCY 


French System Cited as Warning 


Socialized medicine under the guise of compulsory 
health insurance advocated by President Truman offers 
the one sure road leading to bankruptcy of the United 
States, Dr. Melchior Palyi, internationally known Chicago 
economist, warned last night. He spoke on “Government 
Medicine in Europe” at the annual midyear conference 
dinner in the Drake hotel of presidents and secretaries of 
50 American and Canadian hospital groups. 


Palyi, 56, who was born in Hungary and is now a citi- 
zen of the United States, is a consultant to banks and 
industries. Prior to Hitler’s rise, he was chief economist 
for the Deutschebank in Berlin and chief economic ad- 
viser to the Reichsbank of Germany. 


Parallel Is Drawn 


At the meeting, sponsored by the American Hospital 
association and attended by 150 delegates, Palyi drew a 
parallel between the socialized medical system of France 
and the threatened rise of a similar program under New 
Deal auspices in this country. 


“Financially, France is bankrupt internally and also 
externally,” Palyi said. “She is headed toward monetary 
chaos and political as well as moral chaos, to a large 
degree because of her social security system, and the most 
dangerous item in that social security system is socialized 
medicine.” : 

The French, he recalled, did not have socialized medi- 
cine until World War I, when they took over Alsace 
and adopted the social security system that had been in- 
troduced there by Bismarck. 


Bismarck, Palyi said, didn’t care much about medical 
care, or whether the people got it. Political control of 
the medical system meant two things to the German 
chancellor. 


Government Gets Money 


“In the first place,” Palyi said, “Bismarck expected to 
raise money to provide the care—people pay now and 
get the benefits later. That is one idea behind all social 
insurance. It puts funds in the hands of the government. 


“Bismarck needed money constantly for military pur- 
poses and time and again had trouble with his parliament 
for not voting enough money. Little extra funds that 
could be invested in government bonds were a handy 
thing to have around.” 


Because the French found the German system full of 
corruption, they decided to correct it and produced their 
own program, Palyi said. 

Bismarck, he said, wanted to get control of the work- 
ers by offering them so-called social services. But the 
French devised a system under which patients chose their 
own doctors and paid the physicians their regular fees. 
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After the doctor presents his bill, the Frenchman sends 
the statement to the government for reimbursement. 


It Sounds Fine 


“Now that sounds fine,” Palyi said. “All the patient 
has to dois have the government reimburse him for his 
medical expenses. Naturally, that cannot be done because 
the expenses would be much too high if the government 
tried to reimburse all the patients. 

“Therefore a partial reimbursement was decided upon. 
It amounts to from 40 to 80 per cent of the doctor’s bill, 
depending on what kind of service is rendered. French 
doctors told me .that 60 per cent is a fair average of the 
amount that is supposed to be reimbursed. 

“But here again is how the system works: Somebody 
has to check on the doctor to avoid corruption. Other- 
wise collusion might occur at the government’s expense. 
The doctor might make out a big bill and have the 
patient send it in and collect the money, to be shared 
between them. 

““A method had to be evolved for checking every doc- 
tor’s bill. But what about a doctor working in collusion 
with another doctor? So another method had to be de- 
veloped to check on the doctors who check on the doc- 
tors.” 


Long Wait For Money 


The French system works out so well, Palyi said, “that 
the patient scarcely ever gets his money back.” On the 
average, he related, a Frenchman has to wait six to nine 
months and go through an ordeal of red tape and litiga- 
tion while the physicians and supervising government 
agencies are feuding. 

“The worst thing, perhaps, about the French compul- 
sory health insurance is the same as that of its German 
counterpart,” Palyi said. “It produces a huge deficit. 
Much of the surplus accruing in the old age pension 
fund supposed to serve in supporting the government bond 
market is dissipated for the deficit in the health insurance 
fund.” 

Palyi said patients choose their doctors on the basis of 
the physician’s “co-operation” in deceiving the govern- 
ment to give the patient sick leave with pay at the tax- 
payer’s expense. 


Costs Are Higher 


The community has to pay higher administration costs 
for controling both the doctor and the patient, Palyi said. 

“This results in an extremely complex administrative 
setup,” he asserted. ‘The controllers, too, must be con- 
trolled, and so the politicians manage to create jobs for 
every brother-in-law they can muster.” 

Under socialized medicine, Palyi said, the less the 
insured is bothered by his conscience, the more he will 
get out of it. This is an invitation to dishonesty and an 
incentive for absenteeism in industry, he warned.— 
Roy Grssons in Chicago Tribune, Feb. 5, 1949. 
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In the ranks of the mop and pail brigade many of 

the recruits are on the far side of forty. To those whose 

work is made doubly difficult by menopausal symptoms, 

Premarin” may bring gratifying relief. The prompt remis- 

sion of physical symptoms and the sense of well-being usually 
experienced following the use of “Premarin” can do much to 
restore normal efficiency * * * Other advantages of this natu- 
rally-occurring, conjugated estrogen are oral activity, comparative 
freedom from side-effects and flexibility of dosage. ..‘Premarin’ 


is available in tablets of four different potencies and in liquid form. 
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While sodium estrone sulfate is the principal estrogen 
in “Premarin,” other equine estrogens...estradiol, 
equilin, equilenip, hippulin...are probably also pres- 
ent in varying amounts as water-soluble conjugates. it 
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STATE MEDICINE HASN’T WORKED 
ANY MIRACLES 


In a recent “Meet the Press” program, Lawrence 
Spivak quoted Oscar Ewing, head of the Federal 
Security Administration, as having said this: “Which 
is more important? The personal, selfish business and 
professional values of 180,000 practicing physicians in 
this country, or the health and well-being of some 68,- 
000,000 of our population?” 

Administrator Ewing might better have asked, “Which 
is more important: the opinions and professional stand- 
ards of 180,000 doctors who have been trained to prac- 
tice medicine and who have raised American medical 
care to a level achieved nowhere else, or the supposed 
notions of some millions of laymen that if medicine be- 
came a Federal bureaucracy, better medical care would 
follow immediately?” Mr. Ewing implies that the ob- 
jections of the doctors to socialized medicine are purely 
selfish and that better health would result from the 
bureaucratic scheme now contemplated. 

None of these contentions is impressive, but that does 
not mean we shall not get socialized medicine. Indeed, 
the bloc of professional social workers, whose benefits 
from such a scheme are obvious, has sold the idea to 
millions. Already the private physician has been suc- 
cessfully smeared to the satisfaction of millions as a 
profiteer whose interest in medicine is that it pays better 
than selling vacuum cleaners. 

However, it might not be a bad idea to take up at 
least a few of the extravagant claims made for public 
medicine. Dr. Melchior Palyi, economist at the Uni- 
versity of Chicago, spent last summer in Europe study- 
ing the effects of “planning” in various fields. Medi- 
cine interested him particularly because its socialization 
gets defenders who would not favor the socialization of 
anything else. He found there are two ways to socialize 
medicine: the Bismarck method, which was to make 
public functionaries of doctors; and the French method, 
which was to leave the practice of medicine alone, but 
send the patient’s bill to the state. 
to be the way Mr. Ewing wants it.) 

The corruption in the Bismarck system resulted in such 
backbreaking costs and such bad medicine that the Ger- 
mans had to change it. The French scheme works out 
about as badly. The patient sends his bill to the gov- 
ernment, but the kickbacks became so scandalous that 
a huge army of functionaries has arisen to check the doc- 
tors’ bills. Inevitably the deficit of the health-insurance 
program mounts steadily and has to be replenished from 
other revenues. Inevitably also, the state, to postpone 
bankruptcy, must interfere more and more with medical 
practice. 

Britain, which has taken a modified form of the Ger- 
man system, has already run into the pattern of rapidly 
rising costs. Doctors’ waiting rooms are packed as, ac- 
cording to Doctor Palyi, human nature asserts itself, 
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Editorial Comment 






“diluted by utopian ideas of the individual’s alleged 
right to costless service provided by the state, which is 
presumed to have unlimited resources.” The catch in 
socialized medicine is, of course, that the insured can 
always take out more than he pays in. Unfortunately 
the decline of medical standards, which always accom- 
panies the encroachments of bureaucrats into profession- 
al matters, means that the medical care which can be 
guaranteed becomes less worth getting. 

It seems to us that Congress, instead of swallowing 
whole hog what the social-worker bloc and the CIO-PAC 
and louder irresponsibles in politics think about the prac- 
tice of medicine, might consult the doctors. They might 
at least inlighten us on just how 180,000 medical men 
are going to do the work of the 500,000 medical men 
who will be needed when pills and poultices are free, 
merely by taking their orders from social workers and 
Federal jobholders.—Editorial, The Saturday Evening 
Post, Jan. 22, 1949.—Reprinted by special permission. 


ANOTHER FEDERAL FAILURE 


It is simply impossible for any single federal agency to 
direct the multiple and diverse social and economic ac- 
tivities of a country as complex and huge as our own. 
This fact is being proved every day by the Hoover Com- 
mission now investigating the activities of the executive 
branch of the government. 

In its report on the medical programs of the Federal 
government the commission has again revealed the over- 
lapping and confusion, the extravagance and waste of 
such a comprehensive Federal program. More than 44 
Federal agencies are now spending $1,250,000,000 a 
year for different sorts of medical care. Much of this 
huge sum is unnecessary and goes down a rat hole: 

New projects have been initiated, says the report, 
“without any understanding of their ultimate cost, the 
lack of professional manpower to carry them out, or their 
adverse effect upon the hospital system of the country.” 
Thousands of unqualified civilians are getting medical 
care from military facilities through the interpretation of 
an old law written 60 years ago. Huge new hospitals 
are being built within a few miles of other Federal hos- 
pitals that are almost empty. The supposedly unified 
Army and Navy are competing with each other to build 
hospitals when. “there is no evidence that additional 
beds are needed.” 

It would take several years to reorganize this waste- 
ful duplication of our already existing Federal medical 
programs. Yet the Truma® administration is still in- 
tending to pile on top of this rickety mishmash a compul- 
sory Federal medical insurance program which would add 
billions to the taxes paid by the people without adding 
any new doctors or hospitals to take care of them. 

The attempts of the New Deal to solve everybody’s 


(Continued on Page 290) 
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A Burdick Zoalite, by increasing the local 
circulation and relaxing spasm, can accom- 
plish considerable in relieving the distress of 
many local inflammatory conditions. 


The Zoalite method of applying radiant heat 
is clean, convenient and highly efficient. Use 
the powerful Z-12 Zoalite in office and hos- 
pital, and prescribe the Z-70 Zoalite for use 
in the home, at low cost to the patient. 
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ANOTHER FEDERAL FAILURE 
(Continued from Page 288) 

problems in Washington is certainly proving the right- 
ness of the founders of the American republic. The, saw 
the necessity of local solutions to local problems. They 
also saw the dangers in centralizing control over social 
and economic activities which are so diversified that no 
single agency can properly administer them. They wrote 
into the Constitution that “the powers not delegated to 
the United States by the Constitution, nor prohibited 
by it to the states, are reserved to the states, respectively, 
or to the people.” They knew that no governmnt of 
human beings was capable of playing God to the people 
of a nation as large and as diverse as America. The 
failure of our Federal health services as exposed by the 
Hoover Commission is just another proof of the sagacity 
of our founding fathers.—Editorial, The Indianapolis 
Star, Dec. 28, 1948, reprinted in Journal, Indiana State 
Medical Association, February, 1949. 





BLUE SHIELD PLANS EXCEED 
TEN MILLION MEMBERS IN 1948 


With a fourth quarter gain of 1,057,274 members, 
the largest quarterly growth in the history of the pre- 
payment medical care movement, Blue Shield national 
headquarters announced recently that 1948 enrollment 
had totaled 10,370,819 persons. The million-member 
gain represented a growth of 11.35 per cent for the 
fourth quarter of 1948. 

Contributing to this phenomenal growth was the en- 
rollment of Ford Motor Company employes, totaling 
approximately 250,000 persons, the majority of which 
were enrolled in Michigan Medical Service. 

Blue Shield in Michigan continues to be the largest 
Plan in the nation with a December 31st enrollment of 
1,311,811, followed closely by Blue Shield in New York 
City with 1,128,967 persons enrolled. 

Delaware still leads all other Plans in the percentage 
of population protected, having enrolled approximately 
49 per cent of the state’s population. Michigan follows 
with 21 percent of the population enrolled. 


FOURTH GASTRIC CANCER 
CONFERENCE HIGHLIGHTS 
(Continued from Page 278) 


bearing stomachs, It is probably not the gastritis 
but the effort at regeneration which, when it gets 
out of control, causes the neoplasm. 





The association of diminishing hydrochloric acid 
in patients who eventually develop gastric cancer 
was again emphasized. A person who develops car- 
cinoma at the age of fifty probably has a reduced 
free hydrochloric acid below the average at the 
age of thirty. A similar situation exists in precursor 
lesions of gastric cancer such as gastric polyps. 

These and other reports emphasize the fact 
that strides are being made in improving our 
knowledge of the etiology, as well as management 
of, gastric carcinoma. It should be a hopeful sign 
to all that so much interest is being shown in this 
subject. 
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Historical Sketch of the 
Wayne County Medical 
Society 


HE WAYNE COUNTY Medical Society as 

now constituted is a branch of The Michi- 
gan State Medical Society and the product of an 
evolution beginning in 1819-20 with the organiza- 
tion in Detroit of the Michigan Medical Society 
(August 10, 1819), and the Territorial Medical 
Society (January 11, 1820). The first local society 
was formed in 1846 with the organization of “The 
Sydenham Society,” of which Dr. Charles N. Ege 
was President. After a few years, this Society 
disbanded and on April 14, 1849, was formed the 
first “Wayne County Medical Society.” Dis- 
banded in 1851 by the repeal of the laws under 
which it existed, it was followed by the Detroit 
Medical Society, May, 1853, whose first president 
was Dr. Morse Stewart. After an active career of 
about five years, it disbanded in March, 1858. 
From this date until 1866 there was no local med- 
ical society in this county. On May 31, 1866, 
there was formed the second Wayne County Medi- 
cal Society. Its first president was Dr. Zina Pitch- 
er: Vice Presidents, Drs. G. S. Armour and E. P. 
Christian; Secretary, Dr.. H. F. Lyster; ‘Treasurer, 
Dr. L. H. Cobb; meetings held quarterly. Early 
in 1876 it adjourned, sine die. 

On August 21, 1876, the third Wayne County 
Medical Society, having been organized under the 
presidency of Dr. William Brodie, was incorporated 
under the laws of the State of Michigan. 

Having amended its Constitution and By-Laws 

» conform with those of the State Society, it ap- 
plied for and received a charter as a branch of 


Marcu, 1949 


that body on August 15, 1902, under the presi- 
dency of Dr. Samuel Bell. 


At this time there combined with it that branch 
of the profession which separated from it in 1876 
and conducted successful operations as the Detroit 
Medical and Library Association. Besides, it re- 
ceived the hearty support of the several medical 
clubs of the city. In fact, the members of the 
latter were most active in promoting the unifica- 
tion of the profession of the County as a branch 
of the State Society. Into it went the training of 
the Detroit Obstetrical and Gynecological Society 
(1884-1897) and The Michigan Surgical and 
Pathological Society (1891-1899). Since the ter- 
ritorial and state societies served all the purposes 
of a county society in Wayne, the present organiza- 
tion may fairly be said to have begun in 1819, 
and with slight interruptions continued its evolu- 
tion to the present, a period of 139 years. 

On December 3, 1906, the Constitution was 
amended so as to make the Defense League, which 
was previously composed of only a part of the 
members of the Society, an integral part of the 
Society. 

The Defense League, in connection with the 
Wayne County Medical Society, was a success from 
the beginning and met with such favor that the 
members of the Michigan State Medical Society, 
by action taken January 1, 1910, took over the 
Defense League of the local society and made it 
a part of the framework of the Michigan State 
Medical Society. Its functions were reduced to an 
advisory status in 1940. 


In the year 1902-1903 the first ““Wayne County 
Medical Bulletin” was published. Then for a‘space 
of six years the Bulletin ceased to exist. In 1909 
the officers could see the necessity of having some 
means of regular communication with the mem- 
bers of the Society and “The Wayne County 
Medical Society Bulletin” was published and is 
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still being published at the present time. The name 
was changed in 1933 to “The Detroit Medical 
News.” 

Early in 1910, under the presidency of Dr. 
Arthur D. Holmes, sufficient enthusiasm was mani- 
fested by the members of The Wayne County 
Medical Society to encourage the election of a 
Board of Trustees and to authorize them to pur- 
chase a society building. The property at 65 East 
High Street (now Vernor Highway) was _ pur- 
chased, which was to be paid for by popular sub- 
scription among the members. The Society, in 
order to own property, was incorporated by the 
Board of Trustees, and on September 1, 1910, the 
first meeting was held in the new quarters. Owing 
to the increase of membership to over 400 in 1913, 
it was plainly evident that larger quarters for a 
meeting place would be needed soon, so the 
Trustees were authorized by the members of the 
Society to proceed with the construction of an 
auditorium at the rear of the building, to cost not 
more than $30,000. This they did, and the first 
meeting in the new auditorium was held February 
2, 1914. 


During the presidential administration of Dr. 
James E. Davis, in 1921-1922, the Beaumont 
Foundation was established for the purpose of 
giving instruction in the medical sciences and 
fostering inspiration toward higher ideals. The 
funds for carrying -on this work were obtained 
from the surplus contributions then in the hands 
of the Patriotic Committee of the Society—con- 
tributions which had been made for the purpose 
of aiding needy members at the time of the World 
War. The Foundation was given the name of 
William Beaumont in honor of a physician now 
famous for pioneer research work begun at Macki- 
nac, Michigan, in 1822. 

The first of this lecture series was given by Dr. 
W. G. MacCallum of Johns Hopkins Medical 
School in January, 1922, and was entitled “In- 
flammation.” All essayists in this annual lecture- 
ship have brought to Detroit most significant con- 
tributions to the science of medicine. 

In 1924, Dr. William E. Blodgett, a member, 
donated the sum of $5,000 for the establishment 
of the Detroit Orthopedic Lectureship Founda- 
tion. This fund was to be administered by the 
Lectureship Foundation Committee and lectures 
were to be given on subjects rélating to orthopedic 
surgery. The first of these lectures on “The Evolu- 
tion of Orthopedic Surgery” was delivered by Dr. 
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Robert B. Osgood of Boston, Massachusetts. jn 
1925. 


Both the Beaumont and Orthopedic Lec ‘iire- 
ships are now managed by one committee o! the 
society, The Lectureship Foundation Committee. 

In co-operation with the Detroit Roentgen Ray 
and Radium Society a new annual lectureship 
honoring the pioneer Michigan Roentgenoloxist, 
Dr. Preston M. Hickey, was inaugurated in 1937, 
The first Hickey Lecturer was Dr. A. W. Crane, 
of Kalamazoo, who spoke on “Some Memorable 
Antecedents to the Discovery of the X-Ray.” This 
annual lectureship series is an important contribu- 
tion to the scientific knowledge of the medical 
profession. 

In January, 1927, the Society, having sold the 
property at 65 East High Street, established new 
quarters on the eleventh floor of the Maccabees 
Building, which it occupied for five years, using 
the auditorium in the building for its weekly 
meetings, 

In January, 1932, the members of the David 
Whitney family of Detroit very generously turned 
over to the society their historic old family mansion 
located at Woodward and Canfield Avenues. This 
fifty-two room structure was admirably suited to 
the needs and activities of the society, which began 
to grow in scope and importance. December 1, 
1941, the “David Whitney House” was conveyed 
by deed to the society. 

The effects of the great depression which began 
in 1930 reached such proportions that more than 
a quarter of the city’s population was on public 
welfare, and another large segment in need of 
supplementary aid. With customary social con- 
sciousness the members of. the profession set about, 
through their established society, to organize a 
well-rounded program of medical care for all 
classes of the populace, regardless of ability to 
pay. 

In 1932, the Medical Aid Office of the Society 
was established. With the entire membership co- 
operating, this department acted as a central 
clearing house referring thousands of unemployed 
people to private physicians for needed home and 
office care. When the Federal Government en- 
tered the field of medical relief in 1934, the society 
co-operated in setting up the Medical-Dental 
Bureau of the Federal Emergency Relief Admini- 
stration. Housed it Society headquarters, this 
governmental agency provided home and office 
care for unemployed on the direct relief rolls, 
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maintaining the physician-patient relationship. 
Following the enactment of a new State Welfare 
Law (effective December 1, 1939), this depart- 
ment was closed by the city administration Febru- 


Another department of importance to the public 
health, “The Cancer Registry,” a joint enterprise 
of the Department of Health and the Society, was 
organized in 1929 to serve as a central statistical 





Davin WHITNEY House 
Wayne County Medical Society Headquarters 


ary 15, 1940, and all welfare patients advised to 
secure care from the City Physician’s Office. The 
fundamental principle of free choice of physicians 
again was established January, 1942, by the en- 
actment of an amendment clarifying the State 
Welfare Law. In February, 1934, the Society 
launched its Medical Service Bureau to assist 
those above the indigency level to meet the costs 
of catastrophic illness. This was a post-payment 
plan administered in a separate department at 
society headquarters, extending credit rather than 
charity. Its functions, greatly reduced with the 
better times and with the inauguration in 1940 of 
the professionally sponsored voluntary non-profit 
medical service plan (Michigan Medical Service) 
and group hospitalization (Michigan Hospital 
Service), were merged in the Detroit Physicians 
Business Bureau, for those who still needed budget- 
ing assistance. This latter department, organized in 
1918, under the official supervision of the Society, 
has functioned for over 25 years to furnish the 
members with reliable collection, credit and book- 
keeping services. Thus during the many years of 
economic depression following 1929, the Society 
carried on its active program of medical assistance 
for all the people of Wayne County. 


b] 
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and follow-up agency on tumor cases. (This 
Bureau has made 26,834 contacts with patients, 
physicians, and hospitals) . 

With the establishment in 1938 of the Woman’s 
Field Army for The Control of Cancer, the So- 
tiety made space in its headquarters for the Wayne 
County unit of this worthy organization. 

In 1939, due to the close relationship in health 
affairs of the Medical and Dextal Professions, the 
Detroit District Dental Society was provided with 
quarters on the second floor of the building for its 
office and for Board Meetings. 

The McGregor Health Foundation has oc- 
cupied office space in the building since’ its in- 
ception in March, 1935. 

The third floor central hall of the building was 
taken over during 1940, 1941 and 1942 for the 
Red Cross work of the Woman’s Auxiliary of the 
Wayne County Medical Society. For many years 
the auxiliary has maintained a continuous pro- 
gram of active public service. 

A dining room is maintained for the con- 
venience of members and committees. 

The co-ordinating center of all these profes- 
sional and public activities is the Society’s Ex- 
ecutive Office, which since 1927, has required the 
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full time services of an Executive Secretary and 
several assistants. Through this office the public 
is served daily with information and advice on a 
thousand different medical and health subjects. 
Civilian defense activities, the examination of 
draftees, Procurement and Assignment Service 
functions and many other correlated details of 
the National Emergency were major concerns of the 
headquarters office beginning in 1939. 


During this epoch the Society gained national 
recognition as a leader in medico-economic af- 
fairs, directing much of its energy to the proposi- 
tion of preserving from outside interference and 
destruction the finest elements of good medical 
practice. 

The weekly meetings of the Society, following 
the removal to the Whitney home, have been held 
in the Lecture Hall of the Detroit Institute of 
Arts. Through the months of October to May each 
year they bring outstanding scientific talent to De- 
troit, stimulating professional advancement among 


local physicians: symposia featuring Detroit doctors . 


have drawn capacity audiences. 


A new intra-society group of interest was formed 
December 28, 1931, when about 60 members who 
had enjoyed over half a century in medical prac- 
tice, met at the instigation of Dr. Henry A. Luce. 
They called themselves “The Seniors” and met 
regularly each month thereafter for luncheon, in- 
formal discussions, reminiscence and _ entertain- 
ment. 

In 1932, an educational movement began 
through the organization of the Noon Day Study 
Club. This group composed of Society members 
under forty years of age centered its activities 
around a weekly luncheon meeting in the Society 
headquarters at which a scientific paper was pre- 
sented by one of the members of the Club. This 
step in the direction of self-education among the 
younger men was enthusiastically received and 
grew to be a source of pride among the general 
membership. It has developed many officers for 
the activities of the parent society. 


The latest activity in postgraduate medical edu- 
cation is the “Continuation School of Wayne 
County” sponsored by the Society in co-operation 
with the Wayne University College of Medicine, 
the hospitals in Wayne County and the Detroit 
Department of Health. This school offers bedside 
teaching for private practitioners in many practical 
fields and it enrolled over 200 members in its first 
term in the Fall of 1939. 
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The Detroit Plan of Medical Participation. row 
a national and even international model in the 
public health field, was launched and developed in 
1927, through the joint efforts of the Detroit De- 
partment of Health and the Wayne County Med- 
ical Society. This co-operative effort has helped 
carry Detroit to first health position among the 
large cities of the world. 


The roster of members published in the sum- 
mer of 1942 showed the Society with a member- 
ship strength of 2,592. As of November 1, 1942. 
750 Doctors of Medicine were in active military 
service from Wayne County. This included the 
medical personnel of the 17th General Hospital 
(Harper Hospital) and the 36th General Hospital 
(Wayne University College of Medicine), both of 
which saw extensive overseas service and were 
awarded commendations for their activities. Several 
reserve units are in process of organization now. 


The movement for recognition of the general 
practitioner ‘not only originated in Wayne County 
but it was through the efforts of the Detroit doctors 
that national recognition was secured and _ the 
American Academy of General Practice estab- 
lished. 

The first hospital to establish a General Practice 
Section was Mt. Carmel in 1939. A year later 
the Wayne County Medical Society set up a 
General Practice Section. In the following year 
upon the recommendation of the Wayne Dele- 
gates a General Practice Section was included in 
the State Society. In each of the next five years the 
Delegates from the Michigan State Medical Society 
called on the American Medical Association House 
of Delegates to establish a General Practice Sec- 
tion. In 1946, after a direct mail appeal to all 
county secretaries and other physicians throughout 
the country by the General Practice Section of the 
Wayne County Medical Society, approval was 
given to the organization of a General Practice 
Section in the American Medical Association, and 
in 1947 the Academy of General Practice of 
Wayne County was organized. 

The guiding principle underlying the group ef- 
forts of the medical profession in Wayne County 
is that patients must receive the best type of 
medical care, and that the interests of the com- 
munity and of the taxpayers are best served, by 
maintaining the close and confidential relation- 
ship between doctor ‘and patient through medical 
care in the offices of private practitioners on 4 
self-respecting and self-sustaining basis. 
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VAGOTOMY—CAMERON ET AL 


Vagotomy 
Follow-up Report on Fifty-three Cases 


By Duncan A. Cameron, M.D., Charles W. Burt, 
M.D., and William M. Tuttle, M.D. 
Detroit, Michigan 


INCE 1943, when Dragstedt*® reintroduced va- 

gotomy as treatment for peptic ulcer, there 
has been a great revival of interest in the patho- 
genesis and method of treatment of this disease. 
A review of this subject has been published by one 
of us.. Reports are now beginning to appear of 
follow-up study of an appreciable number of cases. 
While the indications for vagotomy in the different 
series reported have not varied remarkably, the 
operation itself has been combined with gastro- 
enterostomy, pyloroplasty, excision of the ulcer, 
subtotal gastric resection, splanchnicotomy, intuba- 
tion of the common duct, pyloric exclusion, taking 
down of a gastroenterostomy, repair of hiatus her- 
nia, and cholecystectomy, so that evaluation of 
vagotomy as treatment for ulcer has been rendered 
difficult. We have since December, 1945, used 
vagotomy as treatment for chronic peptic ulcer and 
its complications in fifty-three cases. We have used 
vagotomy alone in fifty cases and have added gas- 
troenterostomy in only three cases. We have felt, 
therefore, that a follow-up study of these cases 
would give us information having a very direct 
bearing upon the efficacy of this new procedure. 











TABLE I 
Location of Ulcers 
NNN cos cascceedcncise cceeeeoa nets suns teseseoeg ene Nek Sa es ava eA a 43 
Gastric ............ ; 
Marginal 
PE SES 
53 
Age Sex 
Average: 42.2 years Male: 50 


Range: _ 26-61 years | _ Female: 3 

For convenience of reference, we have arranged 
much of the routine material concerning our cases 
in table form. Table I deals with the location of 
the peptic ulcer, age of the patient, and sex dis- 
tribution. It will be noted that two of our patients 
proved postoperatively not to have had ulcer. One 
of these patients came to autopsy, and no lesion 
was discovered in the gastrointestinal tract from 
the mouth to the anus which would explain the 
. From the Departments of Surgery, Wayne University College of 
Medicine and the Detroit Receiving Hospital. 
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bleeding. The second patient on subsequent 
laparotomy had gastrotomy and duodenotomy, but 
no active or old lesion was found. We have done 
vagotomy on four cases of gastric ulcer. This 
requires explanation. These patients had been ad- 
mitted to the hospital with free perforation. At 
the time of gastrorrhaphy, the ulcers were small 
and nothing else of importance was noted. Sec- 
tions of these ulcers were removed for biopsy and 
the perforation closed in the usual fashion. Dur- 
ing convalescence the biopsies were reported as 
chronic benign peptic ulcer of the stomach. 
Transthoracic vagotomy was then done. All four 
of these patients have been followed closely since 
vagotomy, and all four have remained well. This 
is probably not a completely sound surgical proce- 
dure; and nothing more can be said in defense ex- 
cept that with free perforation of a gastric lesion, 
it is more likely that the lesion is benign. At least 
sixteen other cases of vagotomy for gastric ulcer 
have been reported, **118-16 and undoubtedly the 
use of vagotomy for treatment of highly placed 
gastric ulcer must interest everyone. The use of 
vagotomy in marginal ulceration has been recom- 
mended by many surgeons. Our four cases of mar- 
ginal ulcer have had excellent results. , 


TABLE II 








Duration of Disease 


Pin CNE AR EINR, -<scscsccsevesecsovcesvceseasscscesussanpsenessansenesesavonssistarsaeex 109 months 
| ie ie NS ES pe peereteet eric ry cen Renton metre mre 1-390 months 
Previous Complications 
Wisieremeies: AE THR CCINE uss < 55005055 c.tccs cep cvsesceseestensszorpeaeree == 75 in 33 patients 

NEN ges u seo Seco casess csccn ch vane sas Lane sbses os oa rovadsorsuseetaanacoeo ne aea Scare RTE ee 45 







i” | aE Ea PCR Siete etriee lev eeeuen toonembe eh oem pov een ruc. 30 
Pevteratiens. ............::...... on ...16 in 15 patients 
Obstructive episodes .... 6 in 6 patients 


DO I scans cn ces ces cpsccactvicedinseast toaeyosoacstossesenseciiemnsacmuneconebes 4 
After gastroenterostomy re eat eet ee 
_ After gastric resection .......... peasuscepeonaesnesnones senravsnatyassevesnsases meeresnesaeel 





It will be noted from Table II that we have 
done vagotomy largely upon patients who have 
not only had their disease for a long period of time, 
but have previously suffered from the complica- 
tions of ulcer as well. The cases of short duration 
were patients admitted to the hospital with per- 
foration of ulcer who denied previous symptoma- 
tology. We have considered one perforation as 
indication for vagotomy. The mild episodes of 
bleeding refer to small hematemesis or the passage 
of some tarry stool noted by the patient or at- 
tendant, but not accompanied by the general signs 
or symptoms of appreciable bleeding. 

All but fourteen of the patients had previous 
medical or surgical treatment. Most of those who 
had no previous therapy had their disease ushered 


301 










TABLE III. THERAPY 
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TABLE V. PREOPERATIVE ACID STUDIES 


















IU@ MESVIGUS CROTRIIY ...<crccecrccccvecseccesccserssvsscosecsesessesesonssceresessnsonsesensatessssesnerss 14 
econ medical helen ci cadre naa a noah ap nn 39 
I aa ccccscicsasieivanccendcauntauisencotecneunennacoreseiceehinetnndare abe 9 
Sporadically supervised .............::ccsssessssseeessesesnessnsenensenenssnessscenensenencens 22 
Intensively supervised ............:.ccccscesssssssssssesssssseeesereserscesersenssesncscssseseeres 8 
Previous surgical therapy ................csccccscsscsssssssssecccesserssesesssnseersenssesessseneses 24 
Repairs Of perforation ..............cssecsssssseseeseecessesssseseneenensscsnssseeeneees 1 
Repairs of jejumo-colic fistula .............c.cccscsessesseeseseseseereneseseterereteenes 1 


GastroenterOstOMy _ ........cccccccsccssscesscsscsessccssscessoneseerseersssensensesscsssessonsecses 4 
I IIIS... cus cnueneeseaccunpendeseonectensnvonsaualeneioesninsaseanebesereen 1 
AppendectOmy ...............cccscccssssssssesssercssensecsenesssasersecsesssessenecasennsenensescenees 1 
Scasesvlieiiestensy PEE SA RSE ES ees 1 


TABLE IV. PREOPERATIVE X-RAY FINDINGS 























Positive findings ...... 


Po LE ae on ORE REDE EMOTE INI NT RR Pre 47 cases 
I isd ices vantpemsecerinpennaomeciitinmmiene 35 
EE Ee ESS ernest: 12 
IP SN lst Caauanasrreheamonen 3 

I I eo sent anscntegzhridancenidegseaspcedlenicoeas each tiene 6 cases 

I case aeaccseanincdeatncea rote ssaadamcniguciica siechiaapanan eae 53 cases 









in by severe bleeding or perforation which had 
been preceded by only mild chronic dyspepsia or 
none at all. In Table ITI, self-treatment is classed 
under medical therapy since we believe it does not 
differ markedly from some sporadically supervised 
medical treatment. Only eight out of thirty pa- 
tients who underwent supervised treatment felt 
they had faithfully pursued treatment. Only an 
exceptionally well-disciplined individual will faith- 
fully pursue strict, thorough medical treatment for 
such a chronic disease. Of the group who had 
previous surgical therapy, no special comment is 
required except to point out that one patient had 
had an appendectomy for symptoms of peptic ulcer 
and that another had had a hemorrhoidectomy for 
a clearly defined episode of upper gastrointestinal 
bleeding. 


















In six of our cases, we had no preoperative x-ray 
examination. These six cases were admitted to 
the hospital with perforation and were operated 
upon during their convalescence. It will be noted 
in Table IV that the x-ray diagnosis of ulcer was 
demonstrated by definite ulcer niche in only 
twelve or forty-seven cases. The remainder had 
secondary findings of local tenderness, spasticity, 
and deformity of the duodenal bulb. We believe 
these findings support the clinical diagnosis to some 
degree but must be accepted with caution. We 
know now that two of our cases had no ulcer. 
Each of these cases had positive x-ray findings, al- 
leged bleeding episodes, and symptoms suggesting 
peptic ulcer. 

A single night secretion determination is in- 
sufficient. We have had wide ranges of both secre- 
tory volume and acidity. A single night secretion 
may be inaccurate for one or several of the fol- 
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142 Determinations of Night Secretions 


Averages Range 
NR ions cecceeca 2 ce. 20 c.c. to 2,390 c.c. 
—) . Seeee eee 39° 0° to 82° 
yo SS eae 62° 12° to 124° 
43 Determinations of Gastric Analysis: 
Averages 
Alco. Hist. 
Fasting 15 min. 30 min. 45 min. 
| _ ieeneneeeee 20° 30° 34° 36° 
yo a eee 43° 41° 49° 47° 








TABLE VI 











Operative Procedures 
TE IN oie oo aeenasnctierstesnctiaineneeins . 39 
Lef 







Right ....... ose 
SI Oe eee 14 
I aca esas centatash vctasnscties Secceveeiensianrerouneceinundacvaiasnes 11 


With gastroenterostomy  ..............:.ccccccseseeseeeeceeseseseeeees 3 


ee Aen id EAE RN ee weeeeee LL days 
— ossveconecennssnvesenscansssnnsesnssnnssseseonsosncesees 4-45 days 


Range_ 


lowing reasons: The tube may be poorly placed 
or become plugged; the suction mechanism may be 
out of order; the patient may drink; the pylorus 
may be unduly patent; there may be an active 
duodenal reflux and presence of enterostomy 
stoma. As shown in Table V, our average night 
secretion volume of 582 c.c. and acidity of 39° 
has seemed significant. The average acidities for 
our gastric analysis determinations have not been 
high. Here again there has been marked variation 
of analyses in the same patient. Many of the 
night secretion studies were done on patients imme- 
diately following perforation, during which period 
acidity and volume are low for some unexplained 
reason. 

Table VI shows the operative procedures done. 
We still prefer the transthoracic approach because 
complete section of the vagi is essential, and it is 
more easily accomplished by this route. Fur- 
thermore, the procedure adapts itself to vagotomy 
during ‘convalescence from perforation. 

Recently, we have used the right transthoracic 
approach and believe the esophagus is more easily 
exposed on this side. Excellent anesthetic super- 
vision is required here as in any other transthoracic 
procedure. Our experience with abdominal va- 
gotomy is more limited. This route has been used 
for specific reasons. These are: (1) Any degree 
of gastric retention. (2) When the need of explo- 
ration of the abdomen arises. This may present 
itself when x-ray findings are equivocal or there 
is some question of associated pathology in the ab- 
domen. (3) Occasionally gastric resection was 
proposed and subsequently altered to vagotomy be- 
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cause of inflammation in the gastrohepatic omen- 
tum, or because prepyloric ulceration proved on 
exploration to be duodenal. (4) And, finally, we 
have done a few for the purpose of evaluating the 





Fig. 1. Complete left pneumothorax oc- 
curring on the day of operation by abdominal 
route. In addition to this unusual complica- 
tion, atelectasis is a frequent occurrence in 
abdominal vagotomy. 


TABLE VII. IMMEDIATE POSTOPERATIVE 
COMPLICATIONS 














Thoracic complications 
EEE Oe 1 
Organized empyema 
Bronchopneumonia 
Intercostal bleeding 


PN MRE sss osu tscaseschivserscioctanssesiicsisesmeotonevaes 1 
COS er eas 5 
RIE ENNE ORI 2c he sice sess buch vus aianse Siete . 
MIRMENMINIMINE 3055s cecheskacrccassccusy eotinsvoutescaosucerec tennis 2 
RE REE PES OPEN aN Scorn 2 
Constriction of esophagus. ..............cccsessossossesceecsesseeee 1 
Eg eee 1 





abdominal approach. Abdominal vagotomy is 
not without thoracic complications, as illustrated 
by Figure 1. 

Thirty-two of our cases had no complicating 
postoperative incident. We have listed in Table 
VII our complications, no matter how mild or 
severe, but they are listed in order of their severity. 
The patient who died was admitted to the hos- 
pital with a clinical diagnosis of sublethal gastro- 
intestinal bleeding. There had been a previous 
x-ray diagnosis of peptic ulcer. Emergency gastric 
resection was proposed, but, on exploration, no 
ulcer was found in the stomach or duodenum. 
The coronary veins of the lower third of the 
esophagus were then exposed, and although they 
were not remarkably dilated as in esophageal 
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varices, some were ligated. The left gastric artery 
was ligated, and as it was the work of but a few 
minutes, vagotomy was also done. The patient 
died eight hours later. Autopsy showed no cause 


Fig.2. Esophagogram taken three weeks 
postvagotomy. This was a right transthorac- 
ic vagotomy and the constricted area exactly 
corresponds to the denervated segment of 
esophagus. Dysphagia began two weeks after 
operation, lasted for three weeks, and has 
not recurred. 


for bleeding from any part of the gastrointestinal 
tract, and death was due to pulmonary infarction. 
This is the only instance in our series in which 
vagotomy was applied to the disease of peptic 
ulcer as an emergency procedure. We feel that 
vagotomy is an elective procedure which should 
only be employed after thorough work-up and de- 
liberation. 


The case of organized empyema resulted from a 
pneumothorax which developed when a thora- 
cotomy tube was removed without proper caution. 
This necessitated the reinsertion of two thora- 
cotomy tubes. The hemopneumothorax which re- 
sulted became infected and led to organized empy- 
ema which required decortication. The patient’s 
postoperative hospital stay was forty-five days. 

Bronchopenumonia, which one patient devel- 
oped, prolonged the patient’s convalescence, but 
at no time threatened his life. The complication 
of itercostal bleeding was interesting in that the 
patient lost 1000 c.c. of blood through his thora- 
cotomy tube in the first twenty-four hours following 
operation. This bleeding was evidently from an 
intercostal vessel at the site of the stab wound 
made for the thoracotomy tube. No treatment was 
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Fig. 3. 
from the same case. 
fully and frequent roentgenograms are essential. 


The other 
thoracic complications were all of a minor degree. 


required except blood replacement. 


Some atelectasis, pneumothorax, hemothorax, and 
pleuritis is to be expected following transthoracic 
operations. 


The case of constriction of the esophagus fol- 
lowed a right transthoracic vagotomy in which the 
mediastinal pleura was not closed over the esoph- 
agus. The constricted area of esophagus corre- 
sponded to the length which was freed from its 
bed and denervated. The constriction began at 
the upper level of the incision made in the me- 
diastinal pleura. The patient noted slight dys- 
phagia two weeks postoperatively and required the 
washing down of solid foods with water. He 
returned to the hospital at the end of the third 
week when a piece of meat lodged in his esoph- 
agus. This was removed by esophagoscopy, and 
the esophagogram shown in Figure 2 was made. 
He now has no dysphagia. The difficulty experi- 
enced by this patient was not the result of cardio- 
spasm. Although the constriction occurs in the 
denervated area, it is quite possible that the cause 
is mechanical, such as the result of rough handling 
or failure to return the esophagus carefully to its 
bed. We have had no further cases of this type, 
possibly because of more careful handling of the 
esophagus and because we suture the mediastinal 
pleura when doing right transthoracic vagotomies. 
Although Ruffin" has reported an incidence of 34 
per cent mild or transient cardiospasm, this is the 
only case of dysphagia in our series. Many of our 
patients have had gastrointestinal series soon after 
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Serial roentgenograms to illustrate the normal course for transthoracic vagotomy. 
In this instance no thoracotomy tube was used. 





The films are 
It is necessary to follow these cases care- 
From leit to right, the first picture was taken on the first 
postoperative day, the second on the fifth postoperaive day, the third on the twelfth postoperative day. 








TABLE VIII. THORACOTOMY TUBE EMPLOYMENT 
Total Thoracic 

Cases Complications 
IE ion ssncicecsteraiceaaneoeaaaens 23 10 cases 
TE NE I ose tc ecccrcriaonenins 10 1 case 


__ Average days of tube employment—2.7 





TABLE IX. POSTOPERATIVE FOLLOW-UP 








ERE LOIN ELIOT ROOT 32 cases 
I Oe See Nt 13 cases 
LSS eee EE Ae ine Ee eee eae RARE ae tone 8 cases 





operation; and, in each of these cases, the esopha- 
gus was examined fluoroscopically. No reports of 
constriction, have been made. 


When vagotomy has been accomplished with 
very little bleeding or trauma, we have closed the 
chest without employing a thoracotomy tube. We 
have listed these cases in Table VIII with the 
incidence of thoracic complications. We have il- 
lustrated by roentgenogram in Figure 3 the normal 
postoperative course of one such case. It would 
seem from our experience that when thoracotomy 
tubes are necessary, one may look forward to a 
higher incidence of thoracic complication. 


In our follow-up in these cases we have at- 
tempted to obtain all information by personal in- 
Because of the type of patient which 
we have had, this was not always possible (Table 
IX). The term “other contact” in Table IX refers 
to information obtained from out-patient records 


terview. 


or from patient interyiews by other physicians. 


The great majority of our cases have been oper- 
Table X lists the 
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TABLE X. MONTHS SINCE VAGOTOMY 





— 
— 











19-24 months inclusive .........-.cccssssssesssessneeneessseessncsnnecnneccsnecanecsnnennecs 2 cases 
13-18 months inclusive .............0+ ss uamsecgcces cee ceeaamiterees 6 cases 
4 months inclusive ... .24 cases 

- 6 months inclusive 21 cases 








1-0 @ 


TABLE XI. POSTOPERATIVE X-RAY FOLLOW-UP 











Without With 
Symptoms Symptoms Total 
Negative findings occu. 28 ——— 7 
Positive findings 6 1 7 
BS NINOUI Svctckicessctecsnenkaceestcesosores 16 
Ce 4 3 oe 














MND cotcccacscpesicocaees 
Mild sporadic ........ 
Severe sporadic .... 
Mild persistent 
Severe persistent 
De CII oo Ns descccniccens Sree oo een 2 








number of cases according to months since opera- 
tion. This table also indicates our continued use of 
the procedure. 

The comparison of preoperative and postopera- 
tive gastric analyses is shown in Figure 4. With 
reference to gastric analysis, there has been an 
average reduction of free hydrochloric acid secre- 
tion of 25 per cent to 30 per cent in all specimens. 
Preoperative and postoperative night secretions are 
shown in Figure 5. We note approximately 50 
per cent reduction in average volume of night se- 
cretion and approximately 60 per cent reduction 
in average free acidity. The total acidity is only 
slightly affected. 

Thirty-seven patients have had postoperative 
x-ray examination. The three who are listed in 
Table XI as having symptoms represent our un- 
satisfactory results. It will be noted that two of 
these had a negative gastrointestinal series post- 
operatively. The third is listed as having posi- 
tive findings. However, there are six others in 
whom we also have positive x-ray evidence of per- 
sisting ulcer who do not have persisting symptoms 
and clinically represent good results from va- 
gotomy. 

Of all the postoperative sequelae, diarrhea rep- 
resents one of the most common and most fre- 
quently reported. Diarrhea occurred in 37 per 
cent of our patients. In Table XII, we have at- 
tempted to classify them according to persistency 
and severity. The majority have mild sporadic 
diarrhea. Two had persistent diarrhea of varying 
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Fig. 5. Comparison of night secretion studies. 


degrees of severity. Both of these patients also 
feel unrelieved of their peptic ulcer symptoms 
and are unsatisfactory results. The diarrhea 
which we have observed following this operation 
is definitely benign. We have not observed blood 
or pus. In a few of our cases, barium enema, 
stool examination, estimations of carbon dioxide 
combining power, blood chloride, and serum pro- 
tein determinations have been done. These in- 
vestigations have been negative. Most of the pa- 
tients can easily control their diarrhea by diet or 
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small doses of paregoric. Even with diarrhea, they 
generally gain weight. The characteristic feature 
of the diarrhea in most instances is that it occurs 


for irregular periods of time. It usually consists 





Fig. 6. Ninety per cent gastric retention in 


four hours, twelve months postvagotomy. The 
patient is well and has gained 17 pounds, but 
still occasionally complains of bloating. 


of clear, watery material, and frequently follows 
a regular bowel movement. It also tends to come 
on soon after eating. Diarrhea and bloating are 
not related conditions. Of our nineteen instances 
of postoperative diarrhea, eleven had no bloating, 
and seven cases of bloating had no diarrhea. AIl- 
though eight cases of diarrhea had associated bloat- 
ing, our two instances of severe bloating were not 
accompanied by diarrhea, nor were two cases of 
persistent diarrhea accompanied by bloating. The 
incidence of diarrhea is variable according to other 
authors. Johnson and Machella’ reported no 
cases of diarrhea in their patients. Dragstedt? 
believes that the diarrhea is associated with gastric 
drainage and states that the incidence of diarrhea 
is less in those patients with gastroenterostomy. 
On the other hand, Moore® finds no correlation 
between diarrhea and gastroenterostomy. Over 
one-half of his patients had diarrhea at one time 
or another. Ruffin™ reports an incidence of 48 
per cent and, again, no relation to gastric reten- 
tion or gastric acidity. | 
We have had no cases of severe intercostal pain, 
as reported in the literature. As measures to 
eliminate intercostal pain, we have crushed the 
eighth intercostal nerve, or sectioned the eighth 
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TABLE XIII 
Intercostal Pain Bloating 

MR iseccomsesess Rise Ee 14 __ AEert ees ae ae 
eee EE ee 13 
Severe ............ SS eee 2 
Anesthesia No information ........................ 7 
No information .. saa 

_ : eee. 





Total 





intercostal nerve, or sectioned the eighth inter- 
costal nerve and crushed the nerve above and 
below. We have more recently begun omitting 
these procedures because we do not feel they have 
been of value. As will be noted in Table XIII, 
we have had local anesthesia listed as a com- 
plaint in three cases. Moore,* in his cases, found 
intercostal pain to be a complaint in only 3 per 
cent. Dragstedt? claimed that it was troublesome 
in ten out of sixty-one patients. Seabrook’* re- 
ports five instances of intercostal pain in sixteen 
cases. 

Bloating is definitely associated with gastric re- 
tention. Of the two severe cases which we have 
listed, one we know is well today, and of the 
other we have no information. These patients 
complain of gastric fullness, belching, and fetid 
breath. They do not identify these symptoms 
with their previous peptic ulcer symptoms. It 
should be borne in mind that long-continued evi- 
dence of gastric retention may be due not only 
to gastroplegia, but to scarring and contracture 
of the healed duodenal ulcer, or inflammatory 
edema surrounding a recurring ulcer. We have 
had several instances of bloating persisting for as 
long as twelve months, only to eventually clear. 
Figure 6 illustrates a case with persistent gastric 
retention. A number of procedures have been 
used to eliminate postoperative gastric retention. 
These include gastroenterostomy, and pyloroplasty. 
These procedures in themselves will not prevent 
gastric retention. As an example of this, Wal- 
ters'® reported that in fourteen cases without gas- 
troenterostomy there were four cases with gastric 
retention. In fifteen cases combined with gastro- 
enterostomy, there were also four cases. Drag- 
stedt’s? incidence of retention has been definitely 
less in the patients in whom he has performed 
gastroenterostomy, but this experience has not been 
universal. Thomas Johns and William Grose® 
reported 60 per cent gastric retention, and they re- 
port that their best results have followed vagotomy 
combined with gastroenterostomy or pyloroplasty. 
Ruffin" reports 70 per cent in a series which he 
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TABLE XIV. PERSISTING PEPTIC ULCER SYNDROME 
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studied, and nine cases had subsequent operation 
because of retention. Grimison* found it necessary 
to perform gastroenterostomy in one out of every 
seven Cases. 

Information concerning the persistence of the 
peptic ulcer syndrome, we think, is of great sig- 
nificance, as these patients have had years of fa- 
miliarity with it. The patients who have claimed 
the absence of their previous syndrome we have 
considered as satisfactory results. We know of no 
better criterion. None of these patients have had 
undesirable sequelae of any consequence. 

One of us’ has written that he doubted the 
necessity for gastroenterostomy where there is no 
preoperative evidence of obstruction. Our follow- 
up studies support this view. Thorlakson’® also 
reports that gastroenterostomy is seldom required. 
“’. . The minor 
gastrointestinal side effects are not vitiated by the 
performance of gastroenterostomy.” 

The three patients in Table XIV who have per- 
sisting peptic ulcer syndrome, two of whom are 
also on restricted diets, we have listed as unsatis- 
factory results, and they will be discussed later. 

Of the patients whom we have been able to fol- 
low, thirty-nine are on completely unrestricted 
diets which include the use of tobacco, coffee, and 
alcohol; and two are on restricted diets. The 
latter will be discussed later under unsatisfactory 
results. Table XV also shows that 93 per cent 
have gained weight in amounts varying from 3 to 
40 pounds, with an average of 13.8 pounds. 
Weight gain is one of the more remarkable effects 
of vagotomy. 

We have performed insulin tests on fifteen pa- 
tients. We have modified it to suit our own pecul- 
iar conditions. The test as we have employed 
it has been performed in the out-patient depart- 
ment. The patient comes to the clinic without 
breakfast. A fasting gastric specimen is obtained. 
Twenty units of insulin are then injected sub- 
cutaneously. At periods of one hour, and one 
and one-half hours, a blood specimen and a gas- 
tric specimen have been taken simultaneously. In 
all instances, we have obtained a drop of blood 
sugar well below 50, so that the stimulation pro- 


Moore,® in his summary, states, 


Marcu, 1949 


VAGOTOMY—CAMERON ET AL 


TABLE XV 





Postoperative Dietary Restrictions 
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TABLE XVI. RESULTS OF INSULIN TEST 














Total patients tested 
No response to hypoglycemia 
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vided by hypoglycemia has been present. The 
fact that we have obtained responses to hypo- 
glycemia convinces us that the test has been sat- 
isfactorily performed. The responses have not 
been high, ranging between 25° and 50° of free 
hydrochloric acid. As seen in Table XVI, the 
test would ‘indicate that we have done incomplete 
sections in two-thirds of our cases. One unsatisfac- 
tory case falls into each category. We do not un- 
derstand these results inasmuch as clinical results 
do not support them. We certainly would not 
reoperate on patients on the basis of this test alone, 
but would welcome a more accurate method of 
determining complete vagal section. Smith, Ruf- 
fin, and Bayliss'* found no correlation of this test 
to acid changes, gastric motility, or clinical effects. 
Walters, Neibling, Bradley, Small, and Wilson*® 
have reported that of twenty-eight insulin tests, 
twenty-six showed complete section. Orr and 
Johnson’? report an insulin-positive group of fifteen 
cases in which they had one bad and three poor 
results. They had no bad results in thirty-four 
cases of insulin-negative vagotomies. An interest- 
ing variation of the insulin test has been reported 
by Illingworth and Kay,°> who have used 5 mg. 
of prostigmine with balloon distention studies of 
the stomach. They have compared preoperative 
and postoperative tracings for evidence of com- 
plete denervation. Paulsen and Gladsden’? had 
six positive insulin tests out of twenty-four. San- 
ders!? reports three patients whose acids were 
higher in response to insulin following operation 
than before. Despite this, none of the three pa- 
tients had any symptoms. One might gather that 
perhaps partial section of the vagus nerve might 
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TABLE XVII. SUMMARY 
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Transthoracic vagotomy . 
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Abdominal vagotomy plus gastroenterostomy 


TABLE XVIII. SUMMARY OF RESULTS 











I "EEE ae ve ee 91% 
Weight gain 3% 
RINE 6c coe re ae ee 95% 
Undesirable Sequelae 
EN CIE A ee. 37% 
SII  dastacscncencsehicen ine cacccesccterne newcnesaeed 33% 





be satisfactory, but in an article by Weinstein, 
Colp, Hollander, and Jemerin,’’ six cases are 
presented in which incomplete vagotomy was 
performed. In all instances the insulin test indi- 
cated the true state of affairs and in none of their 
cases could they claim beneficial results. 


Table XVII summarizes the material which we 
have been reporting upon. In Table XVIII we 
have summarized our results. We have had three 
unsatisfactory results. The first patient has since 
his operation gained 12 pounds. He has had no 
diarrhea. His gastrointestinal series is negative. 
His insulin test, however, indicates incomplete sec- 
tion of the vagi. He is also on a mildly restricted 
diet, but claims that he still has the peptic ulcer 
syndrome. A second patient has gained 13 pounds 
and has had mildly persistent diarrhea. His gas- 
trointestinal series is negative and he is on an 
unrestricted diet, but he too claims a persisting 
peptic ulcer syndrome. The third patient has 
shown no weight gain. He has had severely 
persistent diarrhea. His gastrointestinal series is 
positive and shows a fleck of retained barium in 
his duodenal bulb. He is on a restricted diet, 
claims persisting peptic ulcer syndrome, but his 
insulin test indicates complete section. It is in- 
teresting, but probably not significant, that all 
three of these patients had abdominal vagotomy. 
Also, the second patient, although he had gastro- 
enterostomy done at time of vagotomy, has con- 
tinued with a mildly persistent diarrhea. With 
regard to these three patients, first, we are not 
certain that each has had complete section of his 
vagus nerve, and the insulin test does not help 
us determine this fact. Second, the postvagotomy 
x-ray findings have been difficult to evaluate. 
Third, the psychic factor, which is almost always 
prominent in peptic ulcer, adds an additional 
difficulty to clinical evaluation. We are following 
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these patients with medical and dietary therapy 
and shall report on their progress later. 


Summary 


Our follow-up study of fifty-three cases indicates 
that we can expect vagotomy alone to produce 
satisfactory results as treatment for peptic ulcer 
in approximatey 90 per cent of the cases. These 
patients are immediately relieved of their unpleas- 
ant symptomatology. They begin almost imme- 
diately to follow unrestricted diets and. approxi- 
mately 90 per cent of them gain weight, with the 
average weight gain being about 13 pounds. We 
may anticipate from this factual material that 
about 33 per cent of them will have varying de- 
grees of difficulty due to gastric retention, and 
that 37 per cent of them will have diarrhea, al- 
though only in the rare instances will the diarrhea 
be severe. 


We _ do believe 
pyloroplasty necessary where there is no preopera- 
tive gastric retention, and in this short follow-up 
period we have not found it necessary to reoperate 
upon them for gastric retention. At this moment, 
we are pleased with the effects of vagotomy upon 
these patients and will continue to use it as the 
principal surgical therapy for chronic peptic ulcer 
of the duodenum and marginal ulcer. In this re- 
gard, we quote Orr and Johnson® who have writ- 
ten, “A lasting success by vagal resection is a 
triumph of physiological strategy, and a failure 
spells disappointment but not disaster.” 


not gastroenterostomy or 


Note: Since this paper was submitted for publication, 
we have studied twenty-five additional cases. Our follow- 
up findings in this latter group in no way alter our con- 
clusions. 
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Cancer of the Cervix Uteri 
in Young Women 


By Alexander B. Procailo, M.D., and 
Darrell A. Campbell, M.D. 


Eloise, Michigan 


ERVICAL CARCINOMA 

is most frequent in the 
years immediately preceding 
and including the menopause 
and is relatively common until 
the age of sixty. Although ev- 
ery gynecologist sees an occa- 


sional young patient with this 





disease, it is considered to be 
rare before the thirtieth year 
and infrequent before the age of forty. This 
should not, however, permit the examining physi- 
cian to relax in his effort to recognize the disease 
and its precursors at the earliest possible moment 
or to institute proper and energetic treatment as 


A. B. 


PROCAILO 


early as circumstances will allow. It is the purpose 
of this report to show the incidence and course of 
cancer of the cervix in women thirty years of age 
and younger at the Wayne County General Hos- 
pital. 


Incidence 


The greatest incidence of cervical carcinoma is 
found between the ages of forty-five to fifty. In 
a fifteen-year period, from 1932 through 1947, a 
total of 751 carcinomas of the cervix were observed 
in the Wayne County General Hospital. The aver- 
age age of these patients was forty-nine years. Of 
the total number, sixty-one were thirty years of age 
or younger, an incidence of 8.0 per cent. This is 
slightly higher than that reported by Kaplan and 
Rosh (5.1 per cent),® Hall (7.4 per cent),® and 
Schreiner and Wehr (4.9 per cent) .2? Most observ- 
ers agree that the age of the patient unquestion- 
ably affects the prognosis, although Kaplan et al 
disagree with this widespread belief. The age dis- 
tribution in this series is shown in Figure 1. 

This series is too small and the variables too 
many to suggest that the increased incidence of 
this disease in this age group may represent a sig- 
nificant trend. It may only reflect the great em- 
phasis placed upon this disease as a diagnostic pos- 





_From the Department of Surgery and Gynecology, Wayne County 
General Hospital and Infirmary, Eloise, Michigan. 
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sibility in every patient with a cervical lesion re- 
gardless of symptoms. 


Etiology 


Many gynecologists”** believe that the trauma of 
childbirth, notably lacerations with eversion and/or 
erosions of the cervix, are important factors in the 
etiology of cervical cancer. It is largely a prob- 
lem for the statistician to evaluate the significance 
of this and other factors. Current opinion based 
upon relatively small series of cases is confusing.**?" 
Kaplan and Rosh,’ for example, conclude that 
childbirth did have a definite influence in the for- 
mation of cancer of the cervix because more than 
half (53.7 per cent) of their patients had borne 
four or more children. In our series, seven (12 per 
cent) had borne no children at all, and only ten 
(17 per cent) had four or more pregnancies, many 
of which ended with abortions (Fig. 2). This low 
incidence of multiparity may not exonerate the 
trauma of childbirth as an exciting factor in devel- 
opment of cervical cancer, for insufficient time has 
elapsed for patients in this age group to have borne 
large families. 


Hall,® and Schreiner and Wehr”? assumed from 
their study that early marriage and often early 
pregnancy with possible resulting cervicitis must 
be considered as a causative factor in cancer of the 
cervix in young women. Endocervicitis is consid- 
ered by some?*?? to represent a precancerous 
stage, which need not necessarily go on to true can- 
cer development. 

The great volume of statistical data now accumu- 
lated fails to demonstrate that race, nationality or 
venereal disease has any significance in the etiology 
of cervical carcinoma.”*:?> Our series shows a ratio 
of thirty-three colored patients to twenty-eight 
white patients. This incidence is somewhat higher 
than the admission percentage of colored patients 
to this hospital. 


Pathology 


Cancer of the cervix is chiefly of the squamous 
cell (epidermoid) variety; much less frequently, in 
less than ten per cent of the cases, adenocarcinoma 
is encountered.** None of our patients had a diag- 
nosis of adenocarcinoma. The pathological grades 
are Classified according to Broders' (Fig. 3). 

Forty-two patients fell into Grades III and IV 
(80 per cent). This is not contrary to the usually 
accepted rule that younger persons have more ana- 
plastic, rapidly growing malignancies. While this 
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may be true for many malignant neoplasms, it has 
been suggested that this is not necessarily true of 
cervical carcinoma. Accordingly, 138 cases, all of 
whom were over fifty years of age, were reviewed in 


GRADE I (1) 

GRADE I 
eee 
cRave ly 7 

not GRADED ST © 


GRADES OF MALIGNANCY 
Fig. 3 


respect to pathological grading. Seventy-seven per 
cent of the lesions in this older age group were 
classified by the same pathologist as Grades III 
and IV. This would suggest that age plays an 
unimportant part in determining the relative 
malignancy of the lesions, and can hardly be held 
accountable for any variation in survival rates in 
various age groups. 

Early squamous cell carcinoma is usually found 
confined to the cervix at the point where the vagi- 
nal epithelium meets the epithelium of the cervical 
canal. The disease spreads by extension into the 
parametrium, broad and sacrouterine ligaments, 
bladder and vaginal mucosa. The regional lymph 
nodes are involved by way of the lymphatics. 
Malignant spread to the parametrium and lymph 
nodes presents the greatest obstacle in achieving a 
cure.** Progress of the disease frequently is marked 
by complications which occur as a result of the 
extension of the disease. 

No significant complications in our study were 
observed in those cases in Stage I. In Stage II 
four had intestinal complications and one had 
ureteral obstruction. Three cases of ureteral ob- 
struction occurred in Stage III. All the remaining 
patients with significant complications (nineteen) 
were in Stage IV. These were as follows: vesico- 
vaginal fistulae, four; rectovaginal fistulae, five; 
intestinal complications, two; ureteral obstruction, 
five; and severe urinary bladder dysfunction, three. 


Diagnosis 

Until recent times, the clinical diagnosis of cer- 
vical cancer has been based upon tissue friability, 
bleeding, and change in the character of the vaginal 
secretion, confirmed by histologic study. Studies 
concerning the cytology of the vaginal epithelium, 
introduced by Papanicolaou and Traut,}* may prove 
to be of further assistance in the early diagnosis of 
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this disease, particularly in the screening of sus- 
pected cases. Meigs'* in a study of 2,749 cases 
reports only 3.2 per cent error in diagnosis. 

The importance of valuable symptoms should 





SYMPTOMS NO. PATIENTS PERCENTAGE 
INTERMENSTRUAL VAGINAL 
BLEEDING ” ™ 
YELLOWISH OR WHITE 
DISCHARGE WITH BLOOD ° 


YELLOWISH OR WHITE 
DISCHARGE WITHOUT BLOOD 


10 7 
PAIN 

POSTCOITAL BLEEDING 

BLEEDING WITH PAIN ' 


UNKNOWN ' 


PRIMARY SYMPTOMS 


Fig. 4 


not be underrated, however, for a patient must first 
be a suspect before the disease is proven. 

In general, the symptoms which lead one to sus- 
pect carcinoma of the cervix in this age group do 
not differ widely from those of older women. 
Hemorrhage or bloody discharge is the most im- 
portant symptom. The amount of bleeding varies 
greatly, but outstanding features are intermenstrual 
spotting, progressive increasing hemorrhage during 
menstruation, and postcoital bleeding. In our 
series, forty-seven patients had intermenstrual 
bleeding with or without other symptoms (Fig. 4). 
This high incidence confirms the importance of this 
symptom in leading the examining physician to 
consider such a patient a suspect. 

Loss of weight, cachexia, pain, enlargement of 
inguinal lymph nodes, swelling of the limbs and 
offensive leukorrheal discharge are of no value in 

early diagnosis of the disease. These represent 
..ve manifestations and the course of the disease 
will be little altered by any therapy after they 
appear. 

Lupton and other clinicians®"*»?? believe that the 
first symptom is increasing leukorrhea. It is their 
contention that certain amount of vaginal secre- 
tion is normal but a definite leukorrhea is patho- 
logical and its nature must be determined. Nine- 
teen patients in this series (31 per cent) noted 
increasing leukorrhea with or without blood as the 
first symptom. Nine patients (15 per cent) com- 
plained of leukorrhea as the only symptom. This 
incidence is the same as reported by Miller.’* It 
may be that many of our patients had increasing 
leukorrhea as the primary sign but failed to recog- 
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nize it as a danger signal and, therefore, did not 
seek early medical attention until intermenstrual 
hemorrhage occurred. 

The duration of symptoms at time of admission 
is shown in Figure 5. 


Treatment 


Early confirmation of the diagnosis in suspected 
cases followed immediately by the institution of 
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DURATION OF SYMPTOMS 


Fig. 5 


appropriate therapy is of great importance. Valu- 
able time may be lost if biopsies must be repeated, 
too many committies are interviewed or an indif- 
ferent attitude is adopted in advising the patient 
as to the importance of immediate treatment. Since 
the Curie Institute in 1920*° conclusively demon- 
strated the value of roentgen and radium irradia- 
tion and its superiority over surgery in treatment 
of cervical cancer, this method of treatment, with 
a few modifications, has been followed at the 
Wayne County General Hospital. In recent years, 
our patients have been treated by an initial course 
of roentgen rays, averaging 6,000 r. distributed 
equally over one anterior and two posterior oblique 
pelvic ports. The physical factors employed in 
external irradiation have been: 50 centimeters 
target-skin distance, 200 kilovolts, 25 milliamperes, 
2 millimeters of copper, plus 1 millimeter of alum- 
inum added filtration. This was immediately fol- 
lowed by an average of 5000 mg. hrs. of radium 
therapy. Radium therapy was administered by the 
use of a cervical tandem containing two 50 milli- 
gram units with filtration equivalent of .5 milli- 
meter of platinum. 
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For various reasons not all patients have been 
treated in this manner. Two had radium alone, 
and thirteen had roentgen therapy without radium. 
Omissions in the completion of treatment were 
largely due to lack of co-operation upon the part 
of the patient. 

Recent reports have advised a Wertheim type of 
hysterectomy, in selected cases of early malignant 
disease of the cervix in which the surgical risk was 
good. These reports indicate that a larger number 
of five-year survivals have been secured and few 
postoperative complications have occurred.'*'° 
Since the revival of interest in the surgical treat- 
ment of cervical malignancy, six patients have 
been surgically treated at this hospital but only 
three radical abdominal hysterectomies and pelvic 
lymphadenectomies were performed in this younger 
age group. Since these operations were carried out 
within recent months, we cannot draw any conclu- 
sions as to the efficacy of this method of treatment. 
In this connection, it may be interesting to note 
that one of our twenty-eight-year-old patients was 
operated upon for papillary cystadenoma of the 
ovaries in 1933. A routine total hysterectomy was 
performed. The histological report showed squa- 
mous cell carcinoma Grade II which was not 
suspected prior to the operation. This patient is 
alive today with no evidence of recurrence after 
fifteen years. 

As a rule, the clinical stage of cervical cancer is 
a better index regarding prognosis and response to 
treatment than the histopathological grade of the 
disease.* Though survival for five years following 
treatment is in no sense a criterion of a “‘cure,”® 
it is a simple and generally accepted method of re- 
porting results of therapy. The stage of the disease 
at the time of admission was recorded according 
to the classification of Schmitz (Fig. 6). 

All patients except one have been traced by the 
Social Service Department, and of ‘the entire group 
82 per cent are known to be dead. Four five-year 
survivals have occurred in Stage I and Stage II 
(two are ten-year survivals), which represents 6.6 
per cent of the entire group. Seven others are 
still alive in these stages but insufficient time has 
elapsed to include them as five-year survivals. 
Should none succumb, the five-year survival rate 
may be increased to 18 per cent for the entire 
group, and to 47.8 per cent for those classified as 
Stages I or II. No patients classified as Stage III 
or IV have survived five years and only one patient 
remains alive at this date who may possibly do so. 
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CLASSIFICATION AND SURVIVAL 
Fig. 6 


This is a dismal outlook indeed for women of this 
age group so afflicted. Some explanations for the 
high incidence of advanced disease, and the ac- 
companying low five-year survival rate can be 
assumed from a careful study of the histories of 
these patients. Some of the more important are: 


1. Women of this age group are not considered 
to be candidates for this disease and in consequence 
are not looked upon as suspects. 


2. In less well educated groups there is a signifi- 
cant incidence of lack of co-operation in respect to 
the completion of adequate therapy. 


3. Gynecological symptoms, such as menstrual 
irregularity, leukorrhea, and others, occur more 
commonly in this age group and hence do not 
serve to alarm the patient or the doctor. 


4. There is a lack of a program of periodic 
health examinations. 


5. Women of this age group may be more reti- 
cent about consulting a physician relative to their 
gynecological disturbances. 


Summary and Conclusions 


1. The incidence of carcinoma of the cervix in 
women thirty years of age or younger was found 
to be 8.0 per cent in the Wayne County General 
Hospital. 

2. Vaginal bleeding is the most important and 
most common symptom of carcinoma of the cervix 
in young women. It was found in 78 per cent of 
the cases, while 58 per cent presented bleeding as 
the only symptom. 

3. Cervical carcinoma may run a more rapid and 
virulent course in young women than does the same 
disease in older women. Histologic grading (Brod- 
ers), however, of lesions in this age group does 
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not differ significantly from a similar series in 
women over fifty. 


4. Radiotherapy is still the treatment of choice 
in the majority of cases. Insufficient data exists to 
offer comments concerning the advisability of radi- 
cal abdominal hysterectomy and pelvic lympha- 
denectomy in this age group. 


5. The majority of patients in this series pre- 
sented themselves to the hospital with advanced 
disease. Possible reasons are enumerated. 


6. Carcinoma of the cervix in young women is 
not rare. Earlier diagnosis, through education of 
the public with regular periodic examinations and 
an alert medical profession, will assist in reducing 
the mortality from this disease. 
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PSEUDOMYXOMA PERITONEI—NELSON AND SHARP 


Pseudomyxoma Peritonei of 
Ovarian Origin 


Report of Three Cases 


By Harry M. Nelson, M.D., Detroit, Michigan, and 
Mahlon S. Sharp, M.D., Lansing, Michigan 


Moe? MODERN gynecological textbooks, 

even though they discuss the cystic tumors of 
the ovary in a comprehensive manner, elaborate but 
little on the subject of pseudomyxoma peritonei. 
This not uncommon sequel of the pseudomucinous 
cystadenomata has received inadequate attention 
in the literature for the last fifteen years. With 
the exception of the almost universal use of post- 
operative radiation, there has been little change 
in the handling, understanding, or clinical course 
of the disease since Werth’? in 1884 conclusively 
demonstrated in his own and previously reported 
cases the relationship of the peritoneal affection 
to the ruptured ovarian cyst. 

Prior to this and only shortly after ovariotomy 
became commonly practiced, we find excellent and 
accurate descriptions of multilocular proliferating 
glandular colloid cysts of the ovary and occasion- 
ally associated “colloid cancer” of the peritoneum. 
These unhappy patients were usually treated by 
incomplete evacuation of the jelly and by perito- 
neal drainage, with quite uniformly unfortunate 
results. The term “colloid cancer” was soon rec- 
ognized as unsuitable and Mennig designated this 
condition “pseudomyxomatous degeneration of the 
peritoneum.” Virchow referred to it as “chronic 
pseudomyxomatous peritonitis.” Both apparently 
considered it a primary disorder of the peritoneum, 
a mistaken idea that persisted until the investiga- 
tions of Werth. He also showed that the peri- 
toneum did not itself secrete the mucoid material, 
but put out fine connective tissue processes in an 
attempt to wall off, and formed newly proliferated 
blood vessels in a futile endeavor to absorb the 
foreign substance. He preferred to identify this 
condition as “pseudomyxoma of the peritoneum.” 

Olshausen and Ackerman® demonstrated the 
presence of clumps of cells or glandular structures 
composed of cylindrical epithelium in the gelati- 
nous masses and regarded the process as really an 
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aseptic peritonitis, and the accumulation of the 
jellylike material as due to the secretory activity 
of the implanted cellular elements. This then ex- 
plained the continuation of the process after the 
complete removal of the ruptured ovarian cyst. 
There was needed then only the experimental work 
of Grodinsky and Rubnitz* to show by the injec- 
tion of cell-free filtrates into the peritoneal cavities 
of rabbits that a perpetuating process was not 
thereby established. This interesting and valuable 
work was done by ligating the washed appendices 
of rabbits and producing at will mucoceles whose 
contents bore a similar relationship to the peri- 
toneum as do the contents of. a pseudomucinous 
cystadenoma of the ovary. This had been known 
since 1901, when the same peritoneal lesion as that 
with which we are concerned was described by 
Fraenkel’ as resulting from the rupture of an ap- 
pendiceal mucocele in a male. It is interesting to 
note in passing that pseudomyxoma peritonei even 
of ruptured appendiceal mucocele in origin is still 
largely a disease of the female. Weaver’? collected 
256 cases of mucocele, from which there resulted 
forty-nine instances of pseudomyxoma peritonei, 
thirty-five of which were in women and only four- 
teen in men. 

Unusual cases have been recorded where the 
peritoneal involvement originated in the biliary 
system or diverticula of the gut. Any similar glan- 
dular epithelium may, it seems, produce a tumor, 
that if placed in communication with the peri- 
toneum, may involve it. Masson® operated a case 
of cystadenoma of the anterior wall of the uterus. 
The primary tumor was composed of glandular 
elements closely resembling endocervical glands 
and a typical involvement of the peritoneum was 
present. 

Conducive to conjecture is the extraordinarily 
high incidence of associated appendiceal mucocele 
with pseudomyxoma peritonei of ovarian origin. 
Masson and Hamrick® report two such instances. 
Eden in the discussion of Wilson’s Paper’® reports 
one, and in the three here reviewed by the authors 
there is one such coincidence. In forty random 
cases there are, then, four appendiceal mucoceles, 
coexisting with pseudomyxoma peritonei of un- 
questioned ovarian origin. 


Pathology 


There have beefi no better descriptions of the 
process of formation than that of Wilson* in 1913: 
“Towards the distal pole of the ovarian tumor the 
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loculi become larger and the capsule of the tumor 
as well as the dividing septa becomes even more 
delicate and thin until finally it gives way in 
one or more places and the jellylike material 
oozes quietly into the peritoneal cavity. This 
process appears never to give rise to definite sym- 
toms; it would seem to occur in a gradual and 
gentle manner as the result of a mere dehiscence, 
and not of a violent or sudden perforation or rup- 
ture. When rupture has taken place the jelly- 
like material continues to be poured out in large 
quantities into the peritoneal cavity, where it comes 
in contact with all the organs. The tenacious con- 
sistence appears to prevent its sinking by gravity 
into the pelvis and it is commonly found between 
the diaphragm and the upper surfaces of the liver, 
spleen, and stomach.” Often large masses of the 
material accumulating on the viscera appear to be 
pedunculated. The material in its consistency, 
sometimes quite hard, may be adherent or ap- 
parently infiltrating in any part of the visceral or 
parietal peritoneum. An instance is recorded 
where the diaphragm was almost completely de- 
stroyed.®> Also large accumulations, varying from 
those described as clear and viscid to the darker 
and hemorrhagic, some of the appearance of sago 
pudding or, frog spawn, may be found free in the 
abdomen. The omentum is usually involved to 
a greater or lesser degree. It may only show a 
slight inflammatory change or it may be apparently 
infiltrated to form a dense hard plague—the 
“omental cake” of the older writers. 


Microscopically the disease seems to be an ad- 
mixture of many processes. To quote Geist,” “these 
include neoplasia, foreign-body peritonitis, and 
transformation of the subepithelial connective tis- 
sue.” The substance in which the cellular elements 
are suspended, at least initially, is pseudomucin, 
which has been studied extensively by Pfannen- 
stiel.’ He divided it into three types: pseudomucin 
alpha, beta, and gamma. The alpha is soluble with 
difficulty in water. The beta is insoluble in water 
but soluble in alkaline solutions. The gamma com- 
ponent is easily soluble in water. Wilson’® also 
examined the gelatinous substance from a number 
of cases and concluded that water was a poor 
solvent, boric or any acid solution was still less 
effective, and normal saline was successful with all 
of the samples that he tested. Usually the saline 
produced an immediate softening and swelling, 
and eventually complete dissolution took place. 
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The cells themselves, either individually, or 
clumped in clusters, strips, or even in small gland 
formations, are typically pseudomucinous, cylin- 
drical epithelium containing a basal nucleus and 





Fig. 1. Microscopic section of pseudomyxoma peritonei (Case 3), 
revealing mucus-producing cylindrical epithelium, supported by 


loose edematous connective tissue. H & stain X 150 


finely granular or, especially near the surface, clear 
cytoplasm (Fig. 1). Throughout the mass of 
pseudomucin, fine connective tissue processes may 
be found. These may contain or be associated 
with fine newly proliferated blood vessels. The 
peritoneum itself becomes eventually a connective 
tissue structure. The epithelium degenerates and 
is lost after penetration of the subepithelial spaces 
by the pseudomucin, producing at first edema, 
then proliferation of fibroblasts. It is impossible to 
look at very many sections of peritoneum without 
observing numerous occluded lymph channels, and 
so another element of the normal defensive func- 
tion of the peritoneum and omentum is removed. 


In any system of classification of pseudomyxoma 
peritonei there are at least four stages or phases 
theoretically possible: 


Phase I.—The peritoneum at least initially receives 
the pseudomucin passively. This is probably only a 
brief stage of transition in the establishment of the usual 
process. A very few may go no further. 


Phase II.—An aseptic foreign body peritonitis is es- 
tablished. Limited absorption occurs, with resultant 
obstruction of the lymph drainage, and fibrous change 
occurs which is accompanied by vascular proliferation. 


Phase III.—This is probably an overlapping process 
in most instances. The glandular epithelium becomes 
implanted and may become actively secretory or atrophy 
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after a period of activity. Weig and Loenig!! demon- 
strated by roentgenograms atrophic epithelial implants 
that had undergone calcification. Hertzler‘ makes the 
observation that it is always surprising that such a quan- 
tity of pseudomucin can be produced by the small num- 
ber of implanted cells. 


Phase IV.—True metastases may occur corresponding 
to the implants in Phase III. In some instances it is 
rather obvious that metastases have occurred from a 
cyst-adenocarcinoma of the ovary, and in others the 
carcinomatous change appears to have occurred in the 
pseudomucinous epithelial implants even after the pri- 
mary has been removed. 


The prognosis in any given case is probably 
much more dependent upon the stage where, in 
the above sequence of events, the process is inter- 
rupted, than upon what is done for the patient in 
the way of treatment. 


Clinical Course 


Although histopathological evidence of true 
malignancy is not so frequently present, many 
writers have described the clinical course as almost 
uniformly malignant. It is easily understandable 
from the above description of the pathology of the 
disease why it characteristically has a silent onset. 
The usual first complaint made by the patient is 
gradual enlargement of the lower abdomen. This 
was present in 63 per cent of Masson and Ham- 
rick’s series and in 100 per cent of the cases here 
presented. Pain, usually not severe, was a present- 
ing symptom in 50 per cent of Masson and Ham- 
rick’s patients and again in 100 per cent of the 
cases presently reviewed. 

The histories of any large group of these pa- 
tients show numerous instances of death resulting 
from slight insult to the peritoneum (i.e., abdom- 
inal paracentesis). This is readily understandable 
when the obstructive and connective tissue changes 
are considered. The peritoneum early in this dis- 
ease loses its ability to defend the body from even 
slight infection. For this reason and the possible 
further dissemination of the pseudomucin from an 
as yet unruptured cyst or cyst locule, paracentesis 
is considered definitely contraindicated. In many 
attempts at paracentesis the pseudomucin was too 
thick to pass through a cannula, thus making it an 
unprofitable procedure were it not contraindicated 
for other reasons. Strassman as early as 18918 
counseled against this procedure after having two 
patients die of peritonitis in a group of ten so 
treated who were suffering from this condition. To 
illustrate further the lack of resistance of these 
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damaged peritoneal surfaces, Voigt® records a 
death resulting from an incarcerated hernia in 
which the bowel was completely viable. Many 
cases testify to the ease with which fistulas form— 
fistulas of the bowel, bladder, vagina, or even a 
cyst locule into the bowel, as reported by Masson 
and Hamrick.® These authors have presented the 
most recent large series, thirty cases in 1930. They 
have followed these cases carefully and studied 
them thoroughly. All but one patient received 
x-ray therapy postoperatively. Their average for 
length of life after the appearance of symptoms 
was 4.3 years. Of seven patients with comparable 
lesion, the three with microscopical evidence lived 
an average of 10.6 months, and the remaining four 
without microscopic evidence of malignancy lived 
an average of 6.9 years. One of their patients 
lived twelve to thirteen years after the appearance 
of symptoms and underwent five operations for the 
removal of accumulated pseudomucin. 


The terminal stages of the disease are almost 
always marked by extreme cachexia and the re- 
accumulation of the material within the peri- 
toneum. The most common cause of death in the 
above series were pulmonary embolism and peri- 
tonitis. 


Therapy 


It has been well recognized for over fifty years 
that operation offers the only hope of cure. Both 
ovaries should be removed and as much as possible 
of the gelatinous material. Wilson’® recommended 
the copious flushing of the peritoneum with nor- 
mal saline. This he maintained caused the pseudo- 
mucin to soften and partially dissolve and greatly 
facilitated its removal. Admittedly this recom- 
mendation made in 1913 comes from the period 
of the peritoneal toilet in surgery, but can it be 
discarded as an unsound procedure without further 
trial and evaluation? The survival statistics in his 
series of six cases compare favorably with any of 
the more recent statistics. Surely it cannot be ar- 
gued that the flushing will disperse the material 
further, as it is too well known that after the 
rupture of even a small cyst this tenacious sub- 
stance is commonly found in the region of the 
diaphragm. It would seem reasonable to try the 
saline lavage as the removal with gloved hand, 
suction, or sponge is admittedly unsatisfactory. 
Furthermore, anything approaching complete re- 
moval must certainly more nearly approximate an 
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unavoidable residual that can successfully be 
handled by the peritoneum without irreparably 
damaging it. In any case where there has been 
peritoneal soiling by pseudomucin, even though its 
removal appears complete, experienced workers 
will give but a guarded prognosis, as even very late 
recurrence is possible. 

Although mucoid tissue is known to be very 
radioresistant, an occasional case seems to be favor- 
ably affected by x-ray. This is sufficient to justify 
its general use in a condition otherwise so generally 
characterized by recurrence. 


Case Reports 


Case 1—Mrs. E. L., a thirty-eight-year-old white 
widow, born in Poland, was first admitted to the 
hospital on August 17, 1941, complaining of en- 
largement of her lower abdomen for the last three 
weeks. Her husband had suddenly died nine weeks 
previously, and since then she had felt unable to eat 
any solid food—subsisting mostly on coffee and fluids. 
There had been no nausea or vomiting. Occasionally 
there was a dull aching in the lower left quadrant. 
There were no bowel or urinary symptoms. The menses 
were regular—twenty-eight-day cycle with a four to 
five day flow. The physical examination was essentially 
negative except for the symmetrical lower abdominal 
enlargement. Resistance was slightly greater on the left, 
and there were indefinite signs of a cyst. 


At laparotomy a ruptured pseudomucinous cystoma 
of the left ovary was found and removed, with much 
additional spillage of the mucinous material into the 
abdomen, which already showed definite thickening of 
the parietal peritoneum and “frosting” of the intestines. 
A bilateral salpingo-oophorectomy and _ supracervical 
hysterectomy was then performed. The appendix had 
at its tip a cystic mass which measured 6 cm. in diam- 
ter. The appendix was removed. 


The pathologist reported: (1) multiocular pseudomu- 
cinous nonpapillary cystadenocarcinoma of the left ovary 
(malignancy grade 1), (2) pseudomyxoma peritonei 
with carcinomatous implant on the right ovary, (3) 
mucocele of appendix with adenocarcinoma (grade 1), 
(4) hyperplastic persistent proliferative endometrium, 
(5) normal myometrium, (6) normal fallopian tubes. 


The patient was given deep radiation therapy and 
discharged improved on the eighteenth postoperative day. 


She was readmitted in January, 1942, with severe 
pain in her right shoulder. There was a history of 
weight loss. The diagnosis of subdeltoid bursitis was 
made and no evidence of metastases could be found. 

Her last admission was on December 18, 1942, at 
which time a moderate degree of ascites was present. 
Cachexia was evident. She complained of pain in the 
left knee following a fall. The diagnosis of traumatic 
arthritis of the left knee was made and the patient was 
discharged in poor condition. She was reported as 
deceased a few weeks after having gone home. 
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Case 2.—Mrs. S. C., a sixty-one-year-old widow, was 
first admitted on February 22, 1936, at which time she 
complained of leukorrhea and vulvar irritation of about 
two months’ duration. She had experienced an unevent- 
ful menopause about fifteen years previously and had 
noticed no spotting or other disturbance until the onset 
of her present illness. On the day of her admission she 
was examined under anesthesia and a dilatation and 
curettage performed. No tissue was obtained. The 
uterus was found to be markedly retroverted and to 
contain a fibroid. She was discharged in good condition 
on February 24. 

She was readmitted on November 2, 1940, this time 
complaining of gradual enlargement of the lower abdo- 
men for the last five months. She had noticed loss of 
weight and increasing constipation. There had been an 
unknown amount of weight loss. The bowels moved 
only with an enema. She had vomited everything taken 
by mouth for the last twenty-four hours. The lower 
abdomen seemed to contain fluid, by its dullness, which 
however was not shifting. Paracentesis with a large 
needle was performed and clear mucinous material 
aspirated. 

Laparotomy was performed ten days later under spinal 
anesthesia and free’ gelatinous material was found in 
the peritoneal cavity from a previously ruptured cystoma 
of the ovary. The peritoneum was thickened and had 
many shaggy fibrous areas, including portions of the 
capsule of the liver. The intestines were sufficiently 
adherent to the cystoma wall so that it could not be 
completely removed. The right ovary from which the 
cystoma had originated was removed. 

The pathologist reported: (1) unilocular pseudomuci- 
nous nonpapillary cystadenoma of the right ovary with 
rupture and pseudomyxoma peritonei, (2) dermoid cyst 
of the right ovary. 

The patient received a course of deep x-ray therapy 
and was discharged home considerably improved on 
December 3, 1940. 

She was again readmitted on September 16, 1942, 
this time complaining of urinary incontinence which 
had developed gradually in the last six months. She 
also had noticed the appearance of a mass in the left 
lower quadrant. 

Laparotomy was again performed, and upon incising 
the peritoneum the adherent and much elevated bladder 
was accidentally opened. This was repaired and with 
difficulty a large cystoma of the left ovary was freed 
from the intestines and removed after accidental rup- 
ture. The uterus was also removed and as much as 
possible of the pseudomucin. The peritoneum of the 
upper abdomen had regained a normal smooth appear- 
ance, including the previously observed involved areas 
over the surface of the liver. The patient was voiding 
normally and quite comfortable when she was discharged 
home on September 29. 

She was readmitted on January 26, 1943, with recur- 
rence of her urinary incontinence. She had noticed also 
increasing constipation. A pelvic examination at this 
time revealed a cystic mass in the pouch of Douglas, 
and a cul-de-sac puncture was performed. Considerable 
thick mucoid material was obtained. The urinary and 
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bowel functions were improved and she was discharged 
home again on January 30. 


Her last admission was on September 24, 1946, at 
which time she was found to have vesicovaginal and rec- 
tovaginal fistulas. Cachexia was advanced, and she was 
disoriented much of the time. Surgical intervention was 
not felt to be indicated in her nearly terminal condition, 
and so after a week of supportive treatment she was sent 
home by ambulance and expired a short time later. 


Case 3.—Mrs. G. L., a thirty-nine-year-old white mar- 
ried woman, a nurse, was first admitted on April 2, 1937, 
with the chief complaint of gradual enlargement of the 
lower abdomen. With the onset of this condition she 
had noticed slight epigastric and right upper quadrant 
distress particularly after eating. Menstruation had con- 
tinued normally. 


At laparotomy the peritoneum was found to be great- 
ly thickened and contained considerable straw-colored 
fluid, with which was intermingled a great deal of thick 
mucoid material. There were bilateral ovarian cystomata 
—the right, the size of a football, and the left, the size 
of a grapefruit. They ruptured very easily upon touching 
and more gelatinous substance was added to that already 
in the peritoneal cavity. A bilateral salpingo-oophorec- 
tomy and supravaginal hysterectomy were performed. As 
much as possible of the fluid and pseudomucin was re- 
moved from the peritoneum before closing. 


The pathologist reported: (1) multilocular pseudomu- 
cinous bilateral cystadenomata of the ovaries (benign), 
(2) pseudomyxoma peritonei and chronic fibrous peri- 
tonitis, (3) hyperplastic endometrium in _ secretory 
phase, (4) mild chronic cervicitis, (5) essentially normal 
uterus and tubes. 


Patient was discharged home improved on April 14, 
1937. 


She was readmitted on September 17, 1938, with 
typical clinical and laboratory findings of cholelithiasis 
and acute cholecystitis. She was operated upon the next 
day and thickened and edematous gall bladder removed 
which contained three large calculi. The peritoneum 
appeared somewhat thickened but otherwise there was 
no evidence of the former ovarian tumor or of the 
pseudomyxoma _ peritonei. 

Her last admission was on March 3, 1947, at which 
time her complaint was abdominal distention that had 
been gradually progressive for the last year. For about 
six months she felt that there had been an indefinite 
mass in the right lower quadrant. Examination revealed 
a moderately distended abdomen with slight bulging 
in the flanks and indefinite sensation of cystic masses 
low and bilaterally. 


At laparotomy the thickened peritoneum was opened 
to reveal multiple small papillary nodules studding the 
parietal and the visceral surfaces. A large amount of 
yellowish pseudomucin was evacuated and a biopsy of 
the parietal peritoneum was taken. The surface of the 
liver was smooth and the stomach was palpably normal. 
The peritoneal nodularity extended into the pelvis. 

The pathologist reported: (1) 2,635 c.c. of slightly 
bloody mucinous material. (2) implantation metastases 
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of pseudomucinous cystadenoma on the peritoneum with 
pseudomyxoma peritonei. 


The patient has continued in fairly good healt): and 
was moderately active in September, 1947. Thi: pa- 
tient received deep radiation therapy for the first time 


on March 7, 1947. 


Discussion of Cases 


1. The patient in Case 1, with microscopic evi- 
dence of malignancy, lived about eighteen months. 
compared with Masson and Hamrick’s average’ 
of 10.6 months. This was-cystadenocarcinoma of 
the ovary, malignancy (grade 1). A mucocele of 
the appendix also revealed grade 1 adenocarcino- 
ma. 

2. The second patient lived about seven years, 
as compared to Masson and Hamrick’s over-all 
average of 4.3 years and 6.9 years for cases with 
no microscopic evidence of malignancy. It is in- 
teresting in this case to observe the formation 
terminally of multiple fistulas as the peritoneum 
and eventually the entire walls of the hollow vis- 
cera lose their resistance and viability. 

3. The third patient is in fair health almost 
eleven years after the first symptoms. It is possible 
that she may survive as long as Masson and Ham- 
rick’s twelve to thirteen year record case. Pfanen- 
steil’ records a case that survived seventeen years. 

The cholelithiasis, as it occurred in Case 3, is, 
for some as yet unexplained reason, particularly 
common in these patients. This is evident by its 
occurrence in five of the thirty cases reported by 
Masson and Hamrick. The coexistence of der- 
moids and pseudomucinous cystomas is not uncom- 
mon, having been observed frequently by many 
authors. 


Summary 


A brief review of the literature of pseudomyx- 
oma peritonei has been made. 

With the exception of deep radiation therapy, 
which is of questionable value, there has been 
little change in either the understanding or the 
treatment of this condition in over fifty years. 

Copious irrigation of the peritoneum with normal 
saline was highly regarded as an adjunct to the 
mechanical removal of the pseudomucin. That 
this method has not been in use since 1913 does 
not seem reasonable because our present methods 
of removal are not satisfactory. Complete removal 
is desirable and may favorably affect the prognosis. 
Danger of dispersion of the pseudomucin is felt to 
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Granulosa Cell Carcinoma 
of the Ovary 


With Long-Delayed Metastasis 


By Donald C. Beaver, M.D., and 
Arthur W. Eckhous, M.D. 
Detroit, Michigan 


enn CASE to be presented is primarily of 

clinical interest because of (1) the long history 
of the neoplasm prior to operation, (2) the long 
period which elapsed after surgical removal of 
the original granulosa cell carcinoma without evi- 
dence of metastasis, and (3) the slowly develop- 
ing metastasis since operation. The total duration 
of the carcinoma according to the history based 
on menstrual disturbances and pelvic mass was 
twenty-two years. A period of sixteen years has 
elapsed since surgical removal of the carcinoma. 
In this period of time there have been two opera- 
tions for pelvic and abdominal recurrences, one 
twelve years and the other sixteen years after 
primary oophorectomy for the carcinoma. Even 
after this long duration the patient has remained 
in good health and is working daily. She was 
forty-six years of age at the time of her first opera- 
tion in 1932, and at the time of her last operation 
for metastasis in 1948 she was sixty-two years of 
age. 

Attention should also be directed to the histo- 
pathology of the neoplasm since it reaffirms the 
contention of many that the theca cell tumor and 
the granulosa cell tumor have a common histo- 
genesis. Microscopic studies of the first metastasis 
disclose in some microscopic sections a sarcoma- 
tous pattern, which suggests a thecal derivation; 
whereas in more complete studies of the tumor 
from other areas, well-differentiated folliculoid and 
trabecular formations are found, suggesting a 
granulosa cell derivation. The significance of this 
finding will be elaborated further in the discussion 
of the case. 


Case Report 


A white woman, aged forty-six, gravida 0, was ad- 
mitted to the hospital on the surgical service of Dr. 
Charles Lakoff on July 31, 1932, complaining of lower 
abdominal pain and enlargement of the abdomen of 
about two years’ duration. The patient stated that for 
the last six years she had noted that her periods were 
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very scanty and frequently absent. Two years ago she 
had an attack of fairly sharp lower abdominal pain, 
not associated with nausea or vomiting, that lasted 
about two weeks and was relieved by treatment with 
“ovarian extract.” It was at this time that the patient 
noted a small hard mass in the lower abdomen. 


Periods returned to normal, twenty-eight-day cycle x 
four, shortly after pain subsided and remained that 
way until about ten months before admission (1932) 
when she began having menorrhagia, one episode of 
which lasted six weeks. The abdominal mass had been 
growing slowly until ten months previously, when it 
began enlarging fairly rapidly. There had been no 
weight loss and, except for occasional lower abdominal 
pain, the patient was in good health. 


On admission, the hemoglobin was 98 per cent by 
the Sahli method; red blood count, 4,700,000 per cu. 
mm., white blood count, 10,650 per cu. mm.; neutrophilic 
leukocytes, 68 per cent. Urinalysis was negative. 


The abdomen was enlarged, and a tumor mass that 
seemed to arise in the pelvis and extend to the um- 
bilicus was noted. It was hard, smooth, nontender, and 
only slightly movable. 

On August 1, 1932, a laparotomy was performed and 
a large multilocular cyst of the left ovary was removed. 
The cyst walls were smooth, and there were no adhesions 
to any of the other structures. 


Macroscopic Examination.—The specimen was a cystic 
mass 20 by 30 by 12 cm. Many of the cysts were filled 
with a clear amber fluid, and a few contained blood. 
The interstitial tissue contained large xanthomatous areas. 


Microscopic Examination.—Sections through the cyst 
wall revealed fibrous connective tissue infiltrated by ana- 
plastic hyperchromatic cells which in some areas tended 
to form columns and acini and in others resembled the 
graafian follicles. The cysts were lined with cuboidal 
or columnar epithelial cells, sometimes in several layers, 
with occasional blunt papillary projections into the 
lumen. Mitotic figures occurred occasionally. 


Pathologic Diagnosis——The neoplasm at this time was 
diagnosed as a papillary adenocarcinoma but suggested 
that the presence of folliclelike areas were like those seen 
in malignant folliculomas. 

These sections were subsequently reviewed, and, in the 
light of more adequate knowledge of the histopathology 
of granulosa cell carcinoma, the diagnosis was estab- 
lished as a well-differentiated granulosa cell carcinoma, 
folliculoid pattern (Fig. 1). 

The patient had an uneventful convalescence and was 
discharged on August 13, 1932. 

She apparently got along fairly well until 1944, when 
she was admitted on August 1 with a chief complaint 
of lower abdominal pain for the past four years. Patient 
had not menstruated for the past eleven years. 

Physical examination at this time was essentially neg- 
ative except for a fairly large tender mass that reached 
almost to the umbilicus. Laparotomy on August 5 re- 
vealed a large soft mass, about 17 cm. in diameter, in- 
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Fig. 1. Microscopic appearance of the primary granulosa cell car- 
cinoma of the left ovary, at the first operation in 1932. Differen- 
tiation corresponds to the homogeneous mature, solid and folliculoid 
varieties. (H and E stain X 125). 









volving the surrounding adnexae. The tumor was removed 
widely. 


Macroscopic Examination.—Disclosed a lobulated tu- 
mor mass 17 cm. in diameter. The lobules varied up 
to 6 cm. in diameter. The largest ones were encapsulated 
and contained fluid blood. The smaller lobules appeared 
to be composed of homogeneous encephaloid yellow tis- 
sue. There were no areas of normal ovarian tissue found. 


Microscopic Examination.—Sections revealed a highly 
cellular neoplasm composed of anaplastic spindle shaped 
cells, with large hyperchromic nuclei arranged in alveolar 
form, frequently with mitotic figures. The early impres- 
sion, without knowing anything of the history of this 
case, was that we were dealing with a sarcoma, possibly 
originating in the uterus or ovary. When the history 
of the case was reviewed, additional sections of the 
tumor were taken which revealed a poorly differentiated 
folliculoid and trabecular pattern with much of the tumor 
being composed of a diffuse granulosa cell arrange- 
ment. It appears, then, that the neoplasm at this time 
represented pelvic and peritoneal metastasis of the pri- 
mary granulosa cell carcinoma with two types of differ- 
entiation, one resembling immature granulosa cells and 
the other resembling immature and anaplastic theca cells. 


Pathologic Diagnosis——Metastatic granulosa cell car- 
cinoma, folliculoid and trabecular pattern with sarcoma- 
tous-thecal differentiation (Figs. 2 and 3). 

The patient had a fairly difficult postoperative course, 
with temperature up to 104° and persistent abdominal 
distention that required treatment with Méiller-Abbott 
tube and suction. The patient was discharged on August 
27 and shortly thereafter received a course of twenty- 
four x-ray treatments, totalling 6,800 r. 
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Fig. 2. Microscopic appearance of the tumor from first metastasis 
in 1944. In this area differentiation corresponds with the homo- 
geneous immature variety. The. pattern is mesenchymatous, with 
theca-like or sarcomatous-like areas present (H and E stain X 150). 


The patient returned to her secretarial position. 
She was again admitted on July 27, 1948, now aged 
sixty-two. She stated that she hadn’t felt well since her 
previous operation in 1944, and that she had a feeling 
of fullness in the abdomen and always felt tired. She 
had also noticed that her abdomen had been gradually 
incréasing in size, and complained of fairly marked con- 
stipation for the last two years. There had been no 
weight loss. 

During the last two months, she had had some vag- 
inal bleeding that varied from spotting to profuse bleed- 
ing. ° 

The physical examination was essentially negative ex- 
cept for a large, firm, tender mass in the lower abdomen 
that extended to the level of the umbilicus. 

On July 30, 1948, laparotomy revealed a large necrotic 
bleeding pelvic mass that involved the uterus and right 
ovary. There were numerous extensions to the peti- 
toneum and the omentum. As much of the mass as pos- 
sible was resected. The patient had an uneventful post- 
operative course that was followed by a course of deep 
x-ray, amounting to 6,800 r. 


Macroscopic Examination.—The specimen consisted of 
four segments of tissue, the largest measuring 8 by 7 by 
6 cm. There were cystic areas measuring up to 2 cm. 
in diameter present, which contained hemorrhagic fluid. 
Sections of the solid areas gave the appearance of col- 
lapsed cysts. 


Microscopic Examination.—Section revealed a neoplasm 
composed of small cells with hyperchromatic nuclei. The 
cells were arranged in solid masses with a folliculoid and 
trabecular pattern. Many Call-Exner bodies were identi- 
fied. Other areas contained small cysts which accentu- 
ated the folliculoid pattern. 
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Fig. 3. Same as Figure 2, but revealing patterns suggesting ma- 
ture trabecular (below) and immature trabecular (above), con- 
nected with the adjacent stroma. Other areas reveal a poorly de- 
fined folliculoid pattern (H and E stain X 125). 


Pathologic Diagnosis.—Metastatic granulosa cell car- 
cinoma of the right ovary, omentum, and peritoneum 
(Fig. 4). The possibility of the tumor at this time 
being a new primary in the right ovary was also con- 
sidered, but the evidence of previous and present metas- 
tasis to the peritoneum and omentum gave weight to 
the idea that the right ovarian involvement was also 
metastatic from the former left ovarian primary growth. 


Discussion 


Granulosa cell carcinoma comprises about 10 
per cent of all solid primary ovarian carcinomas. 
No age group is exempt, cases having been re- 
ported in both extremes of life. Selye’ reports the 
occurrence in an infant fourteen weeks of age 
and in a woman ninety-two years of age. From 
46 to 70 per cent of the tumors occur before or 
during the menopause and from 30 to 48 per cent 
after the menopause, according to various reports 
in the literature. Approximately 5 per cent occur 
in girls before puberty. The characteristic symp- 
tomatology is correlated with the elaboration of 
estrogenic hormone from the tumor, which may 
occur either before the time of normal ovarian 
functional activity, after such activity should have 
ceased, or as an excessive manifestation of estro- 
genic activity during active sexual life. Thus, be- 
fore puberty, the chief symptoms produced are 
related to precocious or pseudopubertal sexual de- 
velopment. After menopause the symptoms relate 
to the return of uterine bleeding and are asso- 
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Fig. 4. Microscopic appearance of the tumor from last metas- 
tasis, in 1948. Differentiation here has proceeded along lines of 
mature trabecular with cylindromatous cords. Folliculoid forma- 
tions are also present but ill defined (H and E stain X 125). 


ciated with hypertrophic persistent proliferative 
phase endometrium of the “swiss cheese” type. 
During active sexual life the symptoms are usually 
less dramatic and are referred to irregularities of 
menstruation or excessive uterine bleeding. Peri- 
ods of amenorrhea alternating with periods of 
metrorrhagia may occur. Both may be prolonged. 

The degree of malignancy of granulosa cell car- 
cinoma is not high. However, sufficient informa- 
tion is now at hand to indicate. that all such neo- 
plasms are in reality malignant even though the 
majority of the tumors have a benign clinical 
course after surgical extirpation. Frequently there 
is a very long interval between the appearance of 
the primary neoplasm and evidences of metas- 
tasis. This, no doubt, accounts for the usually - 
benign clinical course. According to Schiller® at 
least 70 to 80 per cent of the tumors follow a 
benign course. Novak and Brawner® found the 
malignancy rate in a follow-up of thirty-two cases 
to be 28.1 per cent. The report of Hodgson, Dock- 
erty, and Mussey” found the rate of recurrence to 
be between 6.4 and 8 per cent. The appearance 
of metastasis or recurrence rarely may be very 
rapid as in the patient reported by Novak,* in 
whom extensive peritoneal recurrence was observed 
within three months after radical operation was 
done. On the other hand, recurrence or metas- 
tasis may be delayed many years after the tumor 
is surgically removed. Jones and TeLinde’* re- 
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ported three cases exhibiting such delayed metas- 
tasis. All three patients were apparently well and 
healthy for at least fifteen years, but all died of 
metastasis eighteen, twenty, and twenty-one years, 
respectively, after the original operation. 


The case herein reported similarly demonstrates 
the uncertainty of the prognosis. It is apparent 
that five and ten year follow-up periods are inad- 
equate to establish that there will eventually be 
no metastasis. The duration of the granulosa cell 
carcinoma in our case was twenty-two years, if 
we allow for the six years of symptoms prior to op- 
eration in which there were evidences of menstrual 
disturbances and the eventual appearance of a 
pelvic mass. Twelve years elapsed after surgical 
removal of the primary growth before metastasis 
was sufficiently evident to cause the patient to 
return for operation. Following this another four 
years elapsed before metastasis was again evident 
—a total of sixteen years following surgical opera- 
tion for the primary neoplasm. 


The patient remained in sufficiently good health 
to permit maintenance of her occupation during 
the four years or more when there was known 
evidence of metastasis. She is still alive. 


When there is long-delayed metastasis after sur- 
gical removal of the primary, such as exhibited by 
our patient and by the three patients of Jones 
and TeLinde,* the possibility arises that the ap- 
parent metastasis is, in reality, a new primary 
tumor rather than metastasis from a former neo- 
plasm. It is possible that new neoplasms could 
develop in extra-ovarian positions from misplaced 
anlagen of ovarian tissue or from the opposite 
ovary. The latter possibility must be considered 
in our case since at the third operative procedure 
(the second for metastasis) , the opposite ovary was 
involved. Opposed to this consideration is the 
finding of metastasis four years before, at which 
time there was no visible evidence of involvement 
of this ovary. 


The clinical course in our patient argues for 
more radical procedures than originally recom- 
mended for granulosa cell carcinoma. If a radical 
operation had been performed early, it is possible 
that no further trouble would have been experi- 
enced. The low rate of metastasis, usually ob- 
served, even after simple extirpation of the in- 
volved ovary, would still favor conservative pro- 
cedures in girls or young ‘women. In the older age 
group, such conservatism could hardly be justified. 
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Schiller® classified granulosa cell carcinoma of 
the ovary into four microscopic varieties, as fol. 
lows: (1) homogeneous immature (sarcomatous in 
appearance), (2) trabecular (cylindromatous) 
(mature or immature type), (3) homogeneous 
mature (folliculoid form), and (4) luteinoma 
(luteoma) (controversial). Frequently two or all 
three types of granulosa cell carcinoma can be 
found in a single tumor. Our case exemplifies this 
point, since at various periods, and in various 
blocks of tissue, the tumor revealed trabecular im- 
mature and mature, homogeneous immature, with 
sarcomatous pattern, and homogeneous mature, 
with folliculoid forms. These various morphologic 
characteristics occurring in the same tumor are un- 
derstood if we accept the work of Fischel,? which 
traces the granulosa development from the. ovarian 
mesenchyme. It thus explains why there may be 
microscopic variations ranging from sarcomatous 
to folliculoid patterns, and explains the confusion 
in nomenclature. 

It is usually impossible to distinguish the degree 
of malignancy of granulosa cell tumors, by the his- 
tologic pattern, whether of the immature or ma- 
ture types. This leads to the assumption that all 
such tumors are inherently malignant, and, if 
given sufficient time, evidences of clinical malig- 
nancy would be expressed by metastasis. The 
microscopic appearances of the various tumors 
in the present case are no different than those 
observed in many other cases in which a benign 
clinical Course resulted. 


Summary 


A case of granulosa cell carcinoma has been 
reported in which there has been clinical evidence 
of the existence of the tumor for twenty-two years, 
and in which metastasis became evident, requiring 
surgical interference, twelve and sixteen years 
after the primary granulosa cell carcinoma was 
surgically removed. The patient is still living 
—six months since the last operation for metastasis. 
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Acute Glomerulonephritis 
Observations in Fifty-three Children 


By Ilse Gorbach, M.D. 
Detroit, Michigan 


TUDIES by numerous investigators, especially 

in the past three decades, have placed in- 
creasing emphasis on the extra-renal aspects of 
acute glomerulonephritis. 

Various aspects of its pathologic physiology are 
not entirely explained, and the anatomic charac- 
teristics of organs other than the kidney have not 
been presented clearly or consistently. Yet, clinical 
observations have supported the concept that 
edema as well as cardiac and cerebral manifes- 
tations are part of a universal vascular lesion rather 
than complications of the renal disease. 

However, the diagnosis of acute glomerulone- 
phritis still rests to a great extent on hematuria, 
and renal lesions seen postmortem are generally 
pathognomonic, so that the kidney is probably 
the main “shock organ” in this process of essen- 
tially unproved etiology. Evidence available prob- 
ably warrants the inclusion of acute glomerulo- 
nephritis in a group of diseases with etiologic basis 
in hypersensitivity to streptococci or other organ- 
isms. Support for this concept lies in the following 
observations: 


1. A primary infection, usually respiratory, pre- 
cedes these diseases. 

2. There is a latent period of one to three weeks 
before appearance of nephritic and other manifes- 
tations. 

3. The symptom complex usually cannot be ex- 
plained by dysfunction of a single organ. 

In children acute glomerulonephritis presents 
special problems. The prognosis is usually good, 
despite an often severe acute course. The subjec- 
tive symptoms are frequently difficult to elicit, and 
objective evidence may be overlooked. 

It was felt that by analysis of manifestations of 
acute glomerulonephritis in a number of children 
a more concise picture would result than would be 
obvious from isolated observations. Burke and 
Ross published a general review of ninety similar 
cases in 1947, Rubin and Rapaport observed fifty- 
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five pediatric cases of acute glomerulonephritis 
(1932-1936) and placed special emphasis on car- 
diac manifestations. Murphy and Rastetter in- 
cluded a group of children under ten years of age 
in their report. Our presentation comprises a 
study of fifty-three cases, aged four months to 
twelve years, that were discharged with a diagnosis 
of acute glomerulonephritis from the Children’s 
Hospital of Michigan in the years 1944-1947. No 
attempt was made to correlate any findings with 
prognosis, although most of our cases were fol- 
lowed and have shown no sign of the disease either 
on discharge from the hospital or on monthly fol- 
lowup visits for at least three months. The diag- 
nostic criteria for the acute disease included hem- 
aturia and albuminuria (in all our cases by defi- 
nition). At least one other manifestation was 
found in each case and special attention was paid 
to edema, hypertension, azotemia, associated car- 
diac and cerebral symptoms. In one case, however, 
the diagnosis was based entirely on the autopsy 
findings and this will be presented now. 


Case 1.—(No: 53) T. S., a four-months-old-white boy, 
was admitted in September, 1946, because of convulsions. 
He had been restless and feverish for three weeks. Dur- 
ing the week before admission he had anorexia and fre- 
quent vomiting. In spite of this he did not appear to 
have lost weight. Several hours before admission a gen- 
eralized convulsion had occurred, lasting about half an 


hour. It was also observed that the child had not voided 
for twenty hours previously. Past history was not signifi- 
cant. Development had been normal, and one week 


before admission the weight was 13% pounds. Physical 
examination showed a pale, moderately well-nourished 
infant weighing 14% pounds. Temperature was 99.6° 
F. and blood pressure 80/60.. The child was listless and 
his respirations were grunting in character. The ears, 
nose and throat were essoemtially negative; eye-grounds 
were barely visualized but thought to be normal; the 
neck was supple; the lungs were clear. The heart sounds 
were of poor quality, but the organ was not thought to 
be enlarged clinically. The liver could be felt two finger- 
breadths below the costal margin, and the tip of the 
spleen was palpable. Reflexes were physiological. Lab- 
oratory work: Urine was not obtained ante mortem. 
Hemoglobin was 4.8 grams; red blood cells 2.9 million; 
the differential was within normal limits. Spinal fluid 
was normal. Blood Mazzini test was negative. Chest 
x-ray showed accentuated hilar pulmonary markings. 
Electrocardiogram was interpreted to show “impaired 
myocardial nutrition.” 


Provisional diagnosis was anemia and possible sinus 
thrombosis. Hospital course: The infant had repeated 
convulsions, described as slight and generalized, for 
which he received paraldehyde. Oxygen was adminis- 
tered and 5 c.c. of blood per pound of body weight were 
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given by slow intravenous drip. The child expired 
twelve hours after admission when the convulsions had 
become more severe and prolonged, and heart tones had 
gradually decreased in intensity. 
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severe involvment. 






































action had been described clinically as weak, and 


on postmortem examination the heart showed 
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Fig. 1. 
Hospital of Michigan, 1944-1947. 


Postmortem findings (Dr. W. W. Zuelzer): The or- 
gans were found to be normal except for the following: 

1. The kidneys were markedly enlarged, about two 
anda half times normal weight. There were no anatomic 
abnormalities in the pelves, ureters, or the bladder. The 
parenchymas of both kidneys were mottled in the arcuate 
zones and there was some congestion noted grossly in 
the pyromidal tips. Microscopically the capillary loops 
of the glomeruli were filled with proliferated endothelial 
cells, and there was spreading of the basement membrane. 

2. The heart was enlarged and pale and weighed 44 
grams instead of the expected normal of 27 grams. 

3. The brain showed edema, but was otherwise neg- 
ative. 

There was no definite evidence of preceding bacterial 
infection. On the basis of characteristic anatomical 
kidney findings, the diagnosis of acute and subacute 
glomerulonephritis was made postmortem. 


Case No. 53, just presented, was the only death 
in the series of fifty-three children in our study, 
constituting a death rate of 1.9 per cent. This is 
comparable to a mortality of 3.3 per cent in Burke 
and Ross’ series, 3.0 per cent reported by Rubin 
and Rapaport, and 11.5 per cent by Murphy and 
Rastetter. 

The cause of death was at least partly on a 
cardiac basis, although during life the cerebral 
symptoms had been most striking. The heart 
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Age distribution of 53 patients with acute glomerulonephritis at the Children’s 


uted to severe anemia; however, in retrospect, 
the “nephritic component” cannot be disregarded. 


Age 
The youngest child in our series was four months 
old, the-oldest twelve years. Sixty per cent of 
cases fell in the age group of four to eight years 
(Fig. 1), while the group below four years and 
that above eight years comprised about 20 per 
cent each. 


Sex 


In different publications, observations on sex 
distribution of glomerulonephritis in children show 
a wide range of results. In most of them, males 
predominate. Murphy. and Rastetter give six 
males to one female in cases under ten years of age, 
while Burke and Ross show a statistically insignifi- 
cant margin in favor of boys. The distribution of 
our series agrees with the latter findings—twenty- 
eight males (53 per cent) to twenty-five females 
(47 per cent). 


Race 
Similarly, it cannot be stated from our series that 


there is any difference by race in the number of 
children admitted to the hospital with acute glo- 
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merulonephritis (Fig. 2). 
we would show a considerably higher number of 
whites than of colored, but when the racial makeup 
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By numerical statement 
















were also high in incidence (11.4 per cent). It is 
likely that this figure is especially high in children 
who have more pyogenic skin infections than 
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of the hospital papulation (not corrected for age) 
is considered, it appears otherwise. Thus, we 
find that of the fifty-three cases under study only 
28 per cent were colored, but this approaches the 
percentage of our hospital popuiation for 1944- 
1947, namely, 36 per cent. Burke and Ross state 
the incidence in Negroes of acute glomerulone- 
phritis in their series at 62 per cent. 


Antecedent Infections 


Infections of probable etiological significance 
preceding the appearance of symptoms in our 53 
children could be identified in all but nine cases 
(Table $s 

The interval between the bacterial infection and 
the onset of symptoms was from three to forty 
days, with an average of two to four weeks. As 
seen above, by far the largest proportion of these 
children had respiratory infections, including scar- 
let fever, a total of 69.8 per cent. Skin infections 
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By month of admission and antecedent infection. 


INFECTIONS PRECEDING THE ONSET OF 
ACUTE GLOMERULONEPHRITIS. 
Children’s Hospital of Michigan, 1944-1947 


TABLE I. 
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adults. As the preceding infections were mild and 
required only home care, extensive bacterial studies 
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are not available. Antifibrinolysin titers were run 
in only two cases; both of these however gave evi- 





Figure 4, and each will be discussed unde; sep- 
arate headings. 
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Fig. 4. Manifestations of acute glomerulonephritis observed in 53 cases at Children’s Hospital 


of Michigan, 1944-1947. 


dence that the child may have had a recent 
streptococcal infection. 


Season 


In this connection we have grouped our cases 
with acute glomerulonephritis from 1944-1947 by 
month of hospital admission, disregarding the in- 
dividual year. .This showed a distribution of cases 
somewhat different than would be expected from 
the seasonal epidemiology of the preceding infec- 
tions (Fig. 3). 

Thus, July had as high a number of admissions 
as May and November, but late winter and spring 
months 
higher. 

Upper respiratory infection was the antecedent 
disease most frequently quoted, regardless of sea- 
son. The larger number of cases with preceding 
scarlet fever fell in the first half of the year. In- 
cidentally, the number of admissions in the July 
months of 1944-1947 show a surprisingly high 
number with upper respiratory infections. It is 
thought, however, that this observation may have 
been influenced by the inclusion of “epidemic 


showed admission figures consistently 


years” in which the number of summer respiratory 
infections was higher than usually expected. 


Clinical Manifestations 
The signs and symptoms most frequently noted 
in the fifty-three cases under study are shown in 
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Those manifestations cited as chief complaints 
show that more than 50 per cent of the children 
were brought to the hospital with “swelling,” about 
20 per cent with grossly manifest hematuria, 13 
per cent with convulsions, and only 2 per cent with 
symptoms referable to the child’s cardiac status. 

Fever was infrequently present in both history 
and hospital observation and was usually account- 
ed for by infections not necessarily connected with 
the disease. 


Hypertension.—This is one of the most dramatic 
phenomena of acute nephritis. As blood pressure 
readings are comparatively difficult to obtain in 
small children, their value is frequently ignored. 
Thus, an important index to the severity of the 
disease, from a clinical though not necessarily 
prognostic standpoint, is overlooked. 

It seems to us that proper evaluation of hyper- 
tension is often hampered by failure to consider 
that normal blood pressure in children varies with 
age, the adult level being approached at puberty. 
Furthermore, it is generally accepted that the ab- 
normal elevation of the diastolic pressure rather 
than that of the systolic is the essential criterion. 
In the literature reviewed the systolic value is used 
as standard. Burke and Ross regarded a systolic 
pressure above 120.mm. Hg as “significant hyper- 
tension,” although they recognize that in young 
children, particularly those under the age of five 
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TABLE II. STANDARD OF ARTERIAL PRESSURE VALUES 
AS ADAPTED FROM COMPOSITE OBSERVATIONS. 
(From Taussig and Hecht and from Brenneman) 
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years, a systolic pressure of 120 may well constitute 
hypertension. Rubin and Rapaport, commenting 
on Levy’s observation that significant blood pres- 
sure elevation was absent in some cases of heart 
failure during acute hemorrhagic nephritis, pqgint 
out that caution must be exercised in evaluating 
isolated readings of blood pressure in children. 
They do not state their accepted standards, but ob- 
serve that frequently a blood pressure apparently 
normal at time of admission to the hospital was 
really elevated in comparison to the pressure ob- 
tained when the child was entirely well. These 
normal values, obtained chiefly by serial observa- 
tions, are generally moderately high by Taussig’s 
standards which were set up from composite ob- 
servations of other investigators. 


The analysis of our fifty-three cases has directed 
our attention to the fact that the diastolic pressure 
can well be used in evaluating hypertension in 
children. The systolic pressure often rises markedly 
with excitement while the diastolic shows a lag. 
A crying child is apt to show this phenomenon. 

With these factors in mind we have based our 
definition of hypertension in children on the de- 
gree of elevation of the diastolic pressure above 
the upper limit of normal as quoted by Taussig 
and Hecht for the age groups above four years 
(Table II). For the younger age groups figures 
were adapted from Grulee and Sanford. 

We have also taken into consideration the value 
of serial readings, as emphasized by Rubin and 
Rapaport, and arrived at the following criteria: 


|. Hypertension is marked if the diastolic pres- 
sure approaches the normal systolic pressure by 
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more than half the pulse pressure value. Thus, 
for a four-year-old child with a normal préssure 
of 90/60, a diastolic pressure of more than 75 mm. 
Hg is regarded as indicative of marked hyperten- 
sion. 


2. Hypertension is moderate if the diastolic pres- 
sure approaches the half way mark of the pulse 
pressure. 


3. Hypertension is mild if the diastolic is con- 
siderably above normal, but not more than by 
25 per cent of the pulse pressure value. In this 
way the data in Table III were collected. 


TABLE III. HYPERTENSION IN ACUTE GLOMERULO- 


NEPHRITIS . 
Children’s Hospital of Michigan, 1944-1947 
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Thus, almost 90 per cent of children with acute 
glomerulonephritis had hypertension of some de- 
gree, 72 per cent having marked hypertension at 
sometime during the disease. This figure is only 
slightly higher than that of Burke and Ross (81 
per cent) but much higher than figures in most 
textbooks. The agreement of these figures despite 
different standards is probably due to the fact that 
most of the children of our series regarded as 
severe hypertensives were in the age group over 
four years with a normal systolic pressure of 90 to 
100, so that an elevation to 120 mm. was often 
seen. 

A further significant feature of hypertension in 
children is shown in Figure 5. The thirty-eight 
cases with marked elevation of blood pressure are 
presented according to the duration of the hy- 
pertension. Some children with marked hyperten- 
sion regardless of duration showed an abrupt drop 
of pressure to normal and the readings remained 
so. Others passed through a period of moderate 
and/or mild hypertension before reaching the nor- 
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mal level. Exacerbations of marked elevation after 
a normal level were occasionally observed. Thus, 
the subsequent course of a nephritic child could 
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tive aspects of magnesium sulfate ascribed to rclief 
of vasospasm in acute glomerulonephritis cannot be 
disregarded. Blood pressure readings taken at ore 
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at Children’s Hospital of Michigan, 1944-1947. 


not be predicted from the duration of the severe 
hypertension. We realize that these blood pressure 
readings were noted only after the child came to 
the hospital and the hypertension may have been 
present for variable periods, but in most of our 
cases the presenting symptoms had not been ob- 
served longer than a few days before admission. 


Further evaluation of blood pressure curves 
showed that certain characteristics of pulse pres- 
sure were consistent. Thirty-eight patients with 
marked hypertension had a pulse pressure less than 
normal at the time of the marked elevation of 
blood pressure, while those patients with moderate 
or mild hypertension had essentially normal pulse 
pressures. It is obvious from a daily tabulation of 
pressures that as a patient passes from marked hy- 
pertension to a moderate or mild degree, his pulse 
pressure becomes wider. 


Most children received magnesium sulfate intra- 
muscularly in doses of 0.2 c.c. per pound. Occa- 
sionally this was given rather sporadically. Some 
cases had magnesium sulfate only by the oral 
route; others received none at all. From the pre- 
sentation on the chart it appears that relief of hy- 
pertension by magnesium sulfate was rarely dra- 


matic and usually not lasting. However, the pallia- 
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Fig. 5. Fifty-three cases of acute glomerulonephritis according to duration of marked hypertension, 


frequent intervals during treatment with adequate 
dose of the drug consistently show a prompt though 
often only a temporary drop in systolic and dias- 
tolic readings. The subject has been extensively 
treated elsewhere and further discussion is beyond 


the scope of this paper. 


Cardiac Manifestations—Seventeen patients in 
this series (32 per cent) had signs or symptoms of 
cardiac involvement by the following criteria: 
(1) clinically—dyspnea; (2) by x-ray findings 
(positive for cardiac enlargement or pulmonary 
congestion); (3) by electrocradiogram findings. 

With similar criteria Rubin had found fourteen 
cases of cardiac involvement in a series of fifty- 
five patients, eleven (20 per cent) showing definite 
dyspnea referable to the cardiac status. Only five 
of our cases were definitely described as dyspneic. 
The cardiac symptoms are often insidious and are 
recognized chiefly in proportion to the care and 
acuity with which they are sought. However, 
x-rays were taken in fourteen of the seventeen cases 
Eleven of 
these showed evidence of pulmonary congestion, 


with established cardiac involvement. 


so that by the criteria of clinical as well as x-ray 
findings, slightly more than 20 per cent of our cases 
also showed cardiac failure. 
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Rubin and Rapaport found hypertension present 
in all fourteen cases with cardiac involvement in 
their series, and concluded that “whether or not 
heart failure results, therefore, is dependent on 
two factors—the extent of the myocardial damage 
and the degree of hypertension.” 

On the other hand, Levy (1930), as well as 
Murphy, Gill and Moxon (1934) reported cases 
with cardiac failure in acute glomerulonephritis 
without significant elevation of pressure. In our 
study, sixteen out of seventeen cases with cardiac 
involvement had severe hypertension. Yet, the 
majority of patients (60 per cent) with severe 
hypertension showed no cardiac involvement. Ac- 
cording to Rubin and Rapaport, quoted above, this 
should indicate that the myocardium was not af- 
fected severely enough to weaken under the in- 
creased stress of increased peripheral resistance. 

It is to be noted in this respect that one case 
had definite electrocardiogram changes indicative 
of myocardial damage and left axis deviation, but 
showed neither clinical or radiologic evidence of 
cardiac failure at that time. 

In agreement with others we can conclude from 
our series that there is at least one factor, myocar- 
dial involvement, in addition to the hypertension 
necessary in the production of cardiac failure, but 
the quantitative relationship of these is not evident 
from the study at hand. 

Cardiac involvement may be more accurately 
evaluated in acute glomerulonephritis in children 
with the help of the x-ray and the electrocardio- 
gram even in the absence of clinical signs. 


Cerebral Signs.—These are often explained on 
the basis of vasospasm and resulting ischemia of 
the central nervous system. Convulsions were 
present in eight cases out of fifty-three (15 per 
cent), all patients with severe hypertension. It 
was noted that of these eight children, four had 
a history of convulsions only; the others did have 
convulsions in the hospital, but, although the 
marked hypertension lasted from three to fourteen 
days, no convulsions occurred after the second day 
of hospitalization, and no more than two episodes 
were observed. Magnesium sulfate was given in 
all cases but one, and all patients were on bed rest. 


'dema.—This manifestation was present in 
thirty-eight (72 per cent) of the children. It was 
the most frequent chief complaint on admission. 
It is interesting to note that about one-half of the 
patients with edema had cardiac or cerebral in- 
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TABLE IV. DURATION OF HEMATURIA IN RELATION TO 


DURATION OF HYPERTENSION 
No. of Cases 


Hematuria after blood pressure was normal : 
Hypertension after urine showed no red cells 11.2 
Hematuria without hypertension 5.7 
Hypertension without hematuria 0 
Hypertension and hematuria 

disappearing simultaneously 75 
No blood pressure taken 


Percentage 
71.8 


3.8 
or no urine 


Totals : 100.0 





TABLE V. DURATION OF HEMATURIA IN RELATION TO 


ALBUMINURIA 


Urinary Findings No. of Cases 
Albuminuria noted longer than hematuria 7 
Hematuria noted longer than albuminuria 21 
Hematuria and albuminuria same duration 14 
No urine obtaine 1 


Percentage 
32.1 


Totals 53 





volvement, while only about one-seventh of the 
cases without edema had similar signs or symp- 
toms. Thus, edema may have direct relationship to 
the severity of the disease in terms of generalized 
vascular involvement. 

On the other hand, all but one case with car- 
diac symptoms fell into the group with edema. 
This supports the observation that cardiac failure 
may contribute to the anasarca, as has been insisted 
upon by other investigators, notably Rubin. 


Laboratory Findings.—Manifestations of the dis- 
ease in the kidneys may be evaluated in terms of 
nitrogen retention and by the presence of abnormal 
constituents in the urine: | 

Retention of urea was present in 64 per cent 
of children in this study. This observation was 
based on a blood urea nitrogen above 20 mg./100 
ml. being -considered elevated. Red cells and al- 
bumin were present in 100 per cent of the cases 
by. definition. There seemed to be no relationship 
between the azotemia and degree of hematuria 
and albuminuria. 

As stated above, the amount of the hematuria 
or albuminuria is no index to the gravity of the 
acute disease. It was noted a large number of 
cases had hematuria after the clinical manifesta- 
tions, such as hypertension, had subsided. 

Albuminuria was a constant finding in acute 
glomerulonephritis, and its severity could not be 
correlated with the degree of hematuria. The 
larger proportion of children -had 2 to 4 plus 
albumin in the urine for a variable duration of 
time, and it was noted that about 40 per cent of 
them had hematuria definitely longer than the al- 
buminuria. 
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Summary 


Fifty-three cases of acute glomerulonephritis in 
children are reviewed. There was no significant 
difference in the incidence of this disease by race 
or sex. The large number of cases were in the age 
group of four to eight years. 

Almost 90 per cent of children were observed 
to have hypertension of variable duration during 
their acute disease. Salient features of this mani- 
festation were discussed in detail, and the im- 
portance of standardization of blood pressure ob- 
servations in children was stressed. It was noted 
that the pulse pressure was less than normal in 
these children rather than increased, as was ex- 
pected at the time of marked hypertension. 

Cardiac and cerebral manifestations were dis- 
cussed, especially in light of the concept that acute 
glomerulonephritis is a generalized vascular dis- 
ease. 

The author expresses her appreciation to Dr. Paul V. 
Woolley and Dr. Ruben Meyer for their encouragement 


and suggestions in preparing this material and to Mr. 
Zinsser who constructed the graphs. 
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BLUE SHIELD PLANNING OWN 
BUILDING IN PENNSYLVANIA 


Blue Shield in Pennsylvania, with its principal office in 
Harrisburg, expects to occupy a newly constructed build- 
ing of its own by September 1, 1949. 


Because of its rapid expansion during 1948 and the 
need for additional working space, it became necessary 
for the Plan to find new quarters in Harrisburg in order 
to handle its growing volume of business. Some months 
ago it was decided that a new building was the only 
answer to the problem. Accordingly, property was 
secured, architect’s drawings prepared, and bids sought 
for actual construction which is expected to be com- 
pleted by early fall. 
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Pathological Alterations of 
Spinal Fluid Pressure 


By Robert J. Kalthoff, M.D. 
Detroit, Michigan 


—* INTEREST in cerebrospinal fluid 

has been centered about serological and 
biochemical studies to the neglect of its physiology 
and physiopathology. The purpose of this paper 
will be to discuss the physiopathology of cerebro- 
spinal fluid, emphasizing the important mechan- 
isms which produce alterations in spinal fluid 
pressure, and simple means of their determination. 


Normal Pressures 


In the normal adult, lying in the lateral recum- 
bent position with his head and pelvis level, nor- 
mal spinal fluid pressure ranges from 70 to 180 
mm. of water. Under similar conditions in the 
newborn, the pressure should lie between 40 and 
80 mm. of water. In the erect position, normal 
adult intracranial pressure falls to a level of 50 
to 150 mm. of water below atmospheric pressure 
while the lumbar pressure is more than doubled. 
The zero point lies at the lower level of the cervical 
vertebrae.® 


Pathological Alterations of Spinal Fluid 
Pressure 
Factors that may alter spinal fluid pressure are 
(1) variations in the rate of formation, (2) varia- 


tions in the rate of absorption, (3) increase or de- 


crease in the size of the subarachnoid reservoir, and 
(4) blockage of cerebrospinal fluid circulation. 


Variations in the Rate of Formation.—Cerebro- 
spinal fluid originates mainly from the choroid 
plexuses* which represent vascular fingerlike folds 
of pia found in the third, fourth and, most prom- 
inently, the lateral ventricles. Autonomic control 
of the choroid plexuses has been demonstrated by 
Stohr. Pilocarpine, a cholinergic drug acting on 
this autonomic innervation, has been observed to 
increase the output of cerebrospinal fluid, while 
thyroid extract, as shown by Frazier,’ is able to 
decrease this output. 

It is interesting to note that most drugs either 
fail to pass the choroidal barrier or do so to such 
a limited extent that they reach the spinal fluid 


The author is an intern at Harper Hospital. 
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in therapeutically ineffective quantities. The sul- 
fonamides, penicillin and urotropin are the prin- 
cipal exceptions. The latter, as shown by Alajoua- 
mine.? has been utilized as a carrier ‘to transmit 
salicylates through the choroidal barrier, releasing 
them in the spinal fluid in sufficient titers to be of 
therapeutic interest. 


Some rare cases of internal hydrocephalus have 
been reported in which an increased rate of spinal 
fluid formation was attributed to a hypertrophy of 
one or both choroid plexuses. In general, however, 
variations in spinal fluid formation are the result of 
factors which act to change the normal balance 
existing between the capillary pressure in_ the 
choroid plexuses and the osmotic tension of blood 
plasma. Masserman,* on the basis of pressure 
measurements, found that after removal of small 
amounts of spinal fluid, replacement occurred at 
the rate of approximately 0.3 c.c. per minute 
(480 c.c. per twenty-four hours). Weed?* has 
shown that this balance may be disturbed by alter- 
ing the osmotic tension of the blood with the in- 
travenous injection of either hypertonic or hypo- 
tonic solutions. The latter will of course increase 
the rate of spinal fluid formation and, conversely, 
the former will decrease it. 


Spinal fluid formation may be increased at the 
onset of acute febrile diseases in children, pro- 
ducing a syndrome known as “meningism.” This, 
according to Merritt’! and Fremont-Smith, is due 
to a fall in the osmotic tension of the blood which 
occurs at the onset of these diseases. 


Dandy® has shown that ligation of the vein of 
Galen, which drains the choroid plexus, produces 
a congestion which in turn raises the capillary 
pressure and increases the rate of spinal fluid for- 
mation. Stopford" observed this-to occur clinically 
in cerebellar tumors which push up on the ten- 
torium cerebelli, compressing the great vein of 
Galen. Cardiac decompensation or conditions of 
the neck or thorax which interfere with proper 
venous return from the head may also be respon- 
sible for capillary congestion in the choroid 
plexuses, with a resultant increase in spinal fluid 
formation. 


Variations in the Rate of Absorption.—Increase 


in the rate of spinal fluid absorption occurs princi- 
pally through an increase in the difference between 
intracranial pressure and cerebral venous pressure. 
O! considerably greater importance are the factors 
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which act to decrease spinal fluid absorption. It is 
believed that almost four times as much spinal 
fluid is formed per day as the normal ventriculo- 
subarachnoid system is capable of holding. There- 
fore any factor which alters the process of absorp- 
tion will profoundly affect the hydrodynamics of 
this system. Foley® and Wolff have also shown 
that by increasing the osmotic tension of the blood, 
as with the intravenous injection of hypertonic 
saline, spinal fluid pressure becomes decreased and 
a reversal of flow occurs, the spinal fluid actually 
being reabsorbed from the ventricles and entering 
the bloodstream via the choroid plexuses. 

Aplasia of the arachnoid villi may lead to re- 
duced spinal fluid absorption. More common, 
however, is the occlusion of these microscopic villi 
by blood or products of inflammation occurring 
either as an acute or chronic process.’” 


Thrombosis of the intracranial venous sinuses, 
if sufficiently widespread, diminishes spinal fluid 
absorption, as will abnormally high pressure in 
these sinuses. The latter occurs in cardiac decom- 
pensation and obstructed venous return from the 
head. Cerebral venous pressure may be temporarily 
elevated by coughing, sneezing or by mechanical 
compression of the jugulars, as in the Quecken- 
stedt test. Patients suffering from nerve root in- 
flammation often experience pain during attacks 
of coughing or sneezing due to this temporary rise 
of intracranial pressure.” 


Increase or Decrease in the Size of the Sub- 
arachnoid Reservoir—The brain and spinal cord 
are contained in a cavity of fixed size. Shrinkage 
of the brain, as in dehydration and atrophy, in- 
creases the size of the subarachnoid reservoir. If 
this change is rapid there will bé a shortage of 
fluid for a period of time, and until this shortage 
is corrected the intracranial pressure will be less 
than normal.‘ 


Of greater importance are the factors which act 
to decrease the size of the subarachnoid reservoir 
and consequently increase intracranial pressure. 
These include brain tumor, subdural hematoma 
and compression fractures of the skull. One must 
remember the action of hypotonic solutions which, 
when injected intravenously, produce a rapid in- 
crease in the bulk of the brain. McKibben’® be- 
lieves this is due to accumulation of tissue fluids in 
the interspaces and perivascular lymph spaces of 
the brain. The converse has also been observed to 
be true. 
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The amount of fluid in the ventriculosubarach- 
noid space can be estimated on lumbar puncture 
by noting pressures after removal of various 
amounts of fluid. A small drop in pressure after 
removal of large amounts of fluid is indicative of 
a large reservoir, and, conversely, the opposite is 
true. 

Ayala derived this equation for determining the 
size of the subarachnoid reservoir: 


Quantity of fluid removed X final pressure 





= Rachideal quotient 
Initial pressure 


A value below five indicates a small reservoir and 
suggests the diagnosis of an expanding lesion in the 
cerebrum or possibly subarachnoid block. A value 
above seven indicates the presence of hydroceph- 
alus or cerebral atrophy. 


Blockage of Cerebrospinal Fluid Circulation.— 
An obstruction in any part of the ventriculosub- 
arachnoid system will dam the fluid, producing 
distention and pressure changes. The narrower 
parts of this system are often the most frequent 
sites of obstruction and are listed as follows: 


1. The foramina of Monro may become in- 
volved by inflammation, scarring, sterile meningitis 
or tumor, usually of the choroid plexus. This tu- 
mor, if mobile, may give rise to paroxysms of head- 
ache and vomiting which may be relieved by 
changing the position of the head. 

2. Involvement of the aqueduct of Sylvius is 
usually due to faulty development, plugging by 
fibrous material consequent to meningitis trauma 
or compression by tumor. Obstruction of the aque- 
duct produces distention of the lateral and the 
third ventricles. It is most commonly the result 
of tumors arising either in the posterior portion of 
the third ventricle, the midbrain, the pineal gland 
or the cerebellum. 

3. Blockage of the fourth ventricle is usually 
due to tumors either of the pons, medulla or the 
pavement of the fourth ventricle itself. 

4. Embryonic mishaps may prevent the foramina 
of Lushka and Magendie from functioning proper- 
ly. However, they are usually involved either by 
meningeal adhesions or subtentorial tumors. 

5. Complete block at the level of the tentorium 
cerebelli caused either by meningeal adhesions or 
tumor leads to a condition known as “communicat- 
ing hydrocephalus.” Since such a block reduces 
spinal fluid absorption to less than one-fifth that of 
the normal, there occurs a dilatation of the ventric- 
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ular system with free “communication” between 
the ventricles and subarachnoid space. 

6. A block in the spinal canal itself may be the 
result of meningitis, meningeal adhesions, tumor. 
fractures of vertebrae or disc herniation. Spinal 
canal block may be either complete or incomplete 
and will give signs and symptoms accordingly. 


Methods of Determining Block 


The principal methods at our disposal for de- 
termining blockage of spinal fluid circulation are: 
(1) pressure studies, (2) chemical analysis of 
spinal fluid, (3) radiography and (4) the injection 
and recovery of dye. It must be understood that 
these methods of investigation are adjuncts to and 
not substitutes for thorough physical examination. 
For practical considerations of space these can be 
only very briefly discussed. 


Pressure Studies.—With the patient lying in the 
lateral recumbent position, a needle is introduced 
into the spinal canal through the fourth lumbar 
interspace. An initial pressure reading is then 
taken, and several cubic centimeters of fluid are 
withdrawn. A second reading should reveal little 
or no change in pressure. A normal initial pres- 
sure reading is occasionally found in cases of 
complete spinal block. However, upon the re- 
moval of several cubic centimeters of spinal fluid, 
a second reading may reveal a substantial drop 
in pressure. The same holds true, though to a 
lesser degree, for cases in which the subarachnoid 
reservoir is unusually small (Ayala’s work). 


With the aid of an assistant the internal jugular 
veins are compressed, thereby stagnating the blood 
in the dural sinuses and increasing capillary conges- 
tion in the choroid plexuses. Ultimately the intra- 
cranial pressure is increased (Queckenstedt test). 
Should the fluid fail to rise in the manometer, an 
obstruction may be suspected anywhere between 
the cisterna magna and the point of insertion of 
the needle. It may also be due to severe dehydra- 
tion, shock, atrophy of the brain or defective ap- 
paratus. : 


If on compression of the internal jugulars a la- 
tent period or slow rise is seen in the manometer, 
one should suspect the presence of a_ partial 
block. It must be remembered that if the spinal 
canal is blocked except for a passage equal to the 
diameter of the needle, the fluid will rise in the 
manometer just as though no block were present. 
Should the fluid rise slowly on compression of 


JMSMS 








the 
that 
js a 
obst 
thai 


sepé 
of | 


vel! 
met 
pre 


an} 
blo 
for: 
fro 
inc 
Th 
wh 
of 

ble 
an 
is | 
TI 
the 
eit 
Bo 
pr 





en 


the 
or, 
nal 
ete 


de- 


of 
ion 
hat 
ind 


on. 


the 


ar 
len 
are 
ttle 


of 
re- 


‘id, 


ya 


oid 


lar 
od 


eS- 


t). 
an 
en 

of 
ra- 
ip- 





the jugular veins, but fail to fall, one may assume 
that the tumor is so shaped or located that fluid 
js able to pass down around but not up past the 
obstruction, or that pressure from above is greater 
than the weight of the column in the manometer. 

Compression of each internal jugular vein 
separately will give information as to the patency 
of the lateral venous sinuses. Should the lateral 
sinus be blocked on the same side as the jugular 
vein compressed, there will be no rise in the mano- 
metric reading. When the opposite jugular is com- 
pressed, a reading twice that of the normal will 
be found. 


Chemical Analysis of the Spinal Fluid.—If at 
any point in the subarachnoid space complete 
block occurs, two independent fluid chambers are 
formed. Change of pressure is not transmitted 
from one to the other, and there occurs a marked 
increase in protein in the fluid below the block. 
This is due presumably to venous transudation, 
which is hydrostatic evidence of block. Two types 
of fluid have been described as characteristic of 
block: one is yellow in color, clots on standing, 
and contains over 0.5 per cent protein; the other 
is clear, colorless, and also contains excess protein. 
The latter is known as the Nonne syndrome while 
the former is known as the Froin syndrome. In 
either case there is no difference in the cell count. 
Both are probably different degrees of the same 
process. 


Radiography.—The ventricular spaces can be 
visualized on x-ray films by replacing the ventric- 
ular fluid with air (ventriculography). The site 
of tumor or obstruction can then be deduced from 
the size, shape and position of the ventricles and 
cisterns. Ventriculography is less distressing to the 
patient than pneumoencephalography and gives 


more accurate information. It is indicated in. 


cases of increased intracranial pressure and cases 
of suspected tumor. Ventriculography must not 
be used indiscriminately since its use is not with- 
out fatality. : 

X-ray visualization of the spinal subarachnoid 
space may be made by replacing the spinal fluid 
with air on lumbar puncture. Such pneumo- 
encephalography is of value in determining the 
level of subarachnoid block or the presence of ex- 
panding lesions in the spinal canal, i.e., tumor or 
disc herniation. By regulating the position of the 
patient’s head it is also possible, in the absence 
of spinal canal block, to cause air, which floats 
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upwards in the spinal subarachnoid space into the 
cisterna magna, to pass into the fourth ventricle 
through the foramina of Lushka and Magendie. 
Furthermore, some of the air passes into the sub- 
arachnoid space which may be seen on x-ray film 
and abnormalities in its contour may be detected. 

Opaque material (such as lipiodal) may be 
injected cisternally, and if allowed to fall until 
arrested, the size, shape, position and completeness 
of spinal canal obstruction may be determined 
radiographically. The lower limits of the obstruc- 
tion may also be studied on x-ray examination by 
placing the patient in the Trendelenberg position 
after lumbar injection of lipiodal.** 


Injection and Recovery of Dye.—Patency of the 
ventricular system can be determined by injecting 
phenolphthalein into the lateral ventricles. If by 
lumbar puncture the dye can be recovered within 
eight to fifteen minutes, the ventricular system may 
be considered patent. However, a block may still 
exist in the region either of the cisterna basalis or 
above the tentorium cerebelli. If the dye ‘is not 
recovered within this time, one must consider the 
possibility of an obstruction located anywhere be- 
tween the point of injection and the site of ex- 
pected recovery. 

Absorption of cerebrospinal fluid may be tested 
by injecting phenolphthalein into the lumbar por- 
tion of the spinal canal. A specimen of urine is 
collected in five minutes. Normally it will show 
traces of the dye. At least 30 per cent to 60 per 
cent should be excreted in the urine within two 
hours. In communicating hydrocephalus, owing 
to impaired absorption, the urinary excretion of 
the dye is markedly subnormal. 


Summary 


It has been the purpose of this paper to present 
a concise review of the literature concerning the 
main factors which act to deviate spinal fluid pres- 
sure from the normal. There has also been in- 
cluded a discussion of the principal means at our 
disposal for determining blockage of spinal fluid 
circulation. 
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Chronic Osteomyelitis 
Treatment by Split-thickness Skin grafts 


By Charles E. Stebbins, M.D. 
Detroit, Michigan 


HRONIC OSTEOMYELITIS was treated by 
free skin grafts as early as 1902, when Lord’*® 
reported its successful use in closing an osteomyelit- 
ic cavity. Reid’® reported a small series of cases 
in 1922 which were treated in a similar manner. 
The literature was then flooded with reports on the 
Orr treatment™t and the maggot treatment, follow- 
ed by the use of the sulfonamide and antibiotic 
drugs, and little was heard of the use of skin grafts 
in the treatment of osteomyelitis until late in 
World War II when Kelly, Rosati, and Murray"? 
revived the method at Ashford General Hospital. 
In 1944, permission was granted to use this method 
at Gardiner General Hospital in Chicago, Illinois. 
The method is now being used at the Grace Hos- 
pital. This is a report on the use of split-thickness 
skin grafts in 103 consecutive cases of chronic 
osteomyelitis. 


The sulfonamide and antibiotic drugs, together 
with early and adequate surgery, have greatly 
reduced the incidence of osteomyelitis. However, 
every active physician will at some time in his 
practice be confronted with a stubborn and offen- 
sive case of chronic osteomyelitis, which will not 
respond to such treatment. The method to be 
presented consists of sequestrectomy and radical 
saucerization on proven cases of chronic osteomye- 
litis, followed by early split-thickness skin grafting. 
All of the cases included in this report had definite 
radiographic and clinical evidence of chronic 
osteomyelitis following compound fractures. One 
case of hematogenous osteomyelitis is included. 


There is much to recommend this method of 
treatment: 


1. It stops the local destructive process and the re- 
sultant scar formation. 

2. The dead space is exteriorized. 

3. The patient is relieved of the discomfort of a drain- 
ing, offensive wound. 

4. The general health is greatly improved as a result 
of the elimination of sepsis. 


5. There is a great improvement in the patient’s men- 





From the Department of Surgery, the Grace Hospital. The 
author of this paper is chief resident in surgery at the Grace 
Hospital. 
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tal outlook by having a healed wound and the oppor. 
tunity to be ambulatory. 


6. Improving the nutrition of the wound, stimulates 
bone growth and the number of cases requiring bone 
grafts is reduced. 


Technique 


Sequestrectomy and radical saucerization are 
done on each patient. The draining wound is ex- 
cised widely, saving as much uninfected and vital 
tissue as possible. All sequestra and infected bone 
are removed, keeping in mind that the defect thus 
formed must be covered with a skin graft. There- 
fore, all pencil-like thrusts, crevices, and angles are 
avoided. 

The wound is packed firmly with fine-mesh 
gauze moistened with saline or glycerine. Firm 
pressure is necessary for the development of fine 
healthy, granulations, and to control the bleeding. 
A pressure dressing is applied and the involved 
part adequately immobilized in plaster. Penicillin 
is given prophylactically. 

The dressing is removed five days after the sau- 
cerization operation and the wound evaluated for 
skin grafting. The great majority of wounds ap- 
pear clean and present healthy granulations at this 
time (Fig. 1). Continuous warm boric or saline 
compresses are applied to these patients. Routine- 
ly on the seventh day following saucerization, the 
skin grafting operation is done. The only contra- 
indications to skin grafting these defects at this 
time are definite abscess formation, severe infec- 
tion, definite drainage from exposed bone, and 
severe pyocyaneous infection. 


All of the split-thickness skin grafts are taken 
with the Padgett-Hood dermatome* from _ the 
thigh or abdomen. The graft is cut ten to fifteen 
thousandths of an inch in thickness. A graft cut 
this thin is more apt to survive than a thicker 
graft. 

The defect is measured with a ruler as accurate- 
ly as possible, the small irregularities being noted 
visually. The graft is then cut and tailored to fit 
this defect and sewed into form of a sac or bag 
with absorbable sutures. 

The following method has been evolved to main- 
tain the graft in close approximation to the gran- 
ulating bed. This is a very important and oft- 
neglected part of any skin grafting procedure. 
Sterile absorbent cotton is wrung out in water and 
saturated with glycerine. Small pieces of cotton 
are torn off and packed into the defect, starting 
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Fig. 3. (Case 1) Appearance of the 


fect in the thigh and femur at time of fect at operation after skin graft had been grafted defect twenty-one days after skin 
operation—one week following sequestrec- sutured to cover the defect. Small pledgets grafting. . 


tomy and saucerization. 
the grafted defect. 


with the deepest portion (Fig. 2). Packing then 
continues from the bottom outwards, small pieces 
of cotton being used throughout, thereby assuring 
contact of the graft at all points. A mound of cot- 
ton is built up outside of the defect, and this is 
covered with a layer of latex rubber, formed by 
opening an ordinary rubber condom. This prevents 
the glycerine from being absorbed onto the out- 
side dressing. A pressure dressing is applied, using 
fluffed gauze or mechanics’ waste, sheet wadding 
and Ace bandages, and the part adequately im- 
mobilized in plaster. The donor site of the skin 
graft is dressed with fine mesh gauze impregnated 
with scarlet-red ointment. Somewhat similar 
methods of treating these defects by skin grafting 
have been presented by Knight,’* Fischer,® Arm- 
strong,’ Converse,® and McClintock.*? 


Postoperative Treatment 


Postoperatively, all patients receive ascorbic acid 
and a high protein diet. Penicillin is continued in 
the cases which present any evidence of infection, 
or in which the wounds are extremely large. 


The dressing is first changed on the seventh 
postoperative day, unless there are signs of infec- 
tion such as marked odor from the dressing, drain- 
age through the dressing, or a continuous elevation 
of temperature. Evidence of infection calls for im- 
mediate dressing change. The type of dressing 
used after removal of the primary dressing de- 
pends upon the appearance of the grafted defect. 
If the graft is completely healed a boric ointment 
gauze dressing is applied or the graft is left ex- 
posed to the air. However, if the grafted area is 
not completely healed, and there is no evidence 
o! severe infection, continuous warm saline or boric 
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of moistened cotton are filling the base of 


compresses are applied to the defect and continued 
until complete healing has taken place (Fig. 3). 


Complications 


The most frequent complication following skin 
grafting of these defects is pyocyaneous infection 
which can be effectively treated with 1 per cent 
acetic acid compresses or half-strength Burow’s 
solution. Mixed infections are treated with wet 
compresses and sulfadiazine and penicillin. Drain- 
age from bone which is either exposed or can be 
probed necessitates further sequestrectomy and sau- 
cerization. 


Results 


Thirty days following skin grafting has been se- 
lected arbitrarily as the earliest possible time at 
which the success or failure of the operation can be 
determined. 


TABLE I 
103 cases of osteomyelitis treated with split-thickness skin grafts 
3 cases were 100% healed in 30 days 
86 cases were 100% healed in 60 days 
TABLE II 
All cases less than 80% healed in 30 days were regrafted 
8 cases—required regrafting 
8 cases—required sequestrectomy before grafting 
TABLE III 
4 cases—required more than 60 days to heal completely 


The 13 remaining cases were considered failures—requiring further 
surgical and medical treatment 


Preservation of Excess Split-Thickness Skin 


Quite often an excess of skin is cut. If desired, 
this skin can be preserved for future use on the 
same patient in the event that the “take” of the 
originial graft is not entirely successful. The graft 
is glued to fine mesh gauze with dermatome ce- 
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ment, and the excess gauze is trimmed.away. The 
graft is folded onto itself so that the raw skin sur- 
faces are together and wrapped in gauze moistened 
with normal saline. This then is placed in a sterile 


Fig. 4. (Case 2) Appearance of the grafted defect in the thigh 
and femur thirty days following skin grafting. 


Fig. 5. (Case 2) Appearance of the thigh two weeks after the 
grafted defect had been obliterated with iliac bone chips (three 
months following the healing of an osteomyelitic cavity). 


airtight jar containing a small amount of normal 
saline. Then the jar is sealed with paraffin. It is 
stored in an electric refrigerator at approximately 
37° Fahrenheit. These grafts are used as autog- 
enous grafts on cases which do not heal com- 
pletely and in which another skin grafting opera- 
tion does not seem justifiable. Grafting of the 
preserved skin is done on the ward. The packing 
and the dressing are essentially the same as used 
following the regular skin grafting. 

Twelve cases have been regrafted successfully 
with preserved skin which had been stored for 
periods ranging from fourteen to thirty-six days. 
Five cases were unsuccessfully treated. Three 
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homologous grafts were tried, and all resulte: in 
failures. These results are comparable to thos. re. 
ported by Webster in 1944?! and Flatt? in 194% 


Subsequent Treatment 


After the osteomyelitic wound has been healed 
by the skin graft, we are faced with the problem of 
subsequent treatment of the healed cavity (Fig. 4). 
Some of the patients will require no further op- 
eration. These are the patients in which the loss 
of soft tissue and bone was not sufficient, or in 
such an area, as to cause permanent weakness or 
impairment of function. The remaining cases 
have the split-thickness skin replaced, the osteo- 
myelitic cavities obliterated, and in some cases the 
bone must be strengthened. Kelly’®:’? reports that 
one-quarter of his cases required no further treat- 
ment after skin grafting. 

Forty of the 103 cases presented here were fol- 
lowed to completion. Seventeen of these cases re- 
quired no further treatment following skin grafting. 
Twenty-three cases required obliteration of the 
cavities and replacement of the skin grafts. All of 
the cavities in this series were obliterated by iliac 
bone chips. The skin grafts were replaced by 
pedicle tubes, pedicle flaps, or simple excision 
and closure (Fig. 5). Reynolds and Zaepfel*° 
have recently reported equally good results on the 
remaining cases in this series which they followed 
to completion. 

Other authors have reported good results with 
primary closure following sequestrectomy’® muscle 
transplants,** pedicle tube grafts,?* sliding flap 
grafts,***° and obliteration of the osteomyelitic cav- 
ities with plastic substances.’° However, I believe 
the method presented will give the best results in 
the hands of the average surgeon with no special 
training in orthopedics or plastic surgery. 


Summary 


1. A method has been presented for the early 
closure and healing of osteomyelitic cavities. 

2. The method consists of sequestrectomy and 
radical saucerization followed in seven days by 
split-thickness skin grafting. 

3. From one-quarter to one-third of the cases 
will require no further treatment following the 
skin grafting. The remaining cases will require 
further orthopedic and plastic surgery. 


References 
— 


1. Armstrong, Basil, and Jarman, T. F.: A method of dealing 
with chronic osteomyelitis by saucerization followed by skin 
grafting. J. Bone & Joint Surg., 18:387-396, 1936. 


JMSMS 








i) 








n 


= 


Je 


ne 
of 
aC 
DY 


an 
}20 


he 


ed 


ial 


rly 


nd 


by 


ses 
he 
ire 


ling 
skin 


MS 





PROCAINE PENICILLIN—ROBINSON 


_ Beekman, F.: Use of pedicle grafts for chronic osteomyelitis. 

4 Clin. North America, 17:185-190, 1937. 

3. Brown, J. B.: Surface repair of compound injuries. J. Bone & 

Joint Surg., 26: 448, (July " 

4. Caldwell, G. A.: Repair of bony defects associated with osteo- 
mvelitis. Ann. Surg., 123:698-704, 1946. 

5. Converse, M. M.: Early skin grafting in war wounds of ex- 
tremities. Ann. Surg., 115:321-335, (Feb.) 1942. 

6. Fisher, K. A.: The management of osteomyelitis secondary to 
war wounds. Surg., Gynec. & Obst., 83:507-512, (Oct.) 1946. 

7 Plett., &.. Bac Refrigerated autogenous skin grafting. Lancet, 
2:249-251, 1948. 

8. Ghormley, R. K., and Lipscomb, P. R.: The use of untubed 
pedicle grafts in the repair of ‘deep defects of the foot and 
ankle. Technique and results. J. Bone & Joint Surg., 26:483, 
July) 1944. 

9, Hampton, O. P., Jr.: Reparative surgery of compound battle 
fractures. in the Mediterranean theater of operations. Am. 
Surg., 122:289-332, 1945. 

10. Kelly, R. P.: Skin grafting in the treatment of osteomyelitic 
war wounds. J. Bone & Joint Surg., 28:681-691, (Oct.) 1946. 

11. Kelly, R. P.; Rosati, L. M., and Murray, R. A.: Traumatic 
osteomyelitis: the use of skin = Part I. Technique and re- 
sults. Ann. Surg., 122:1-11, 1 

12. Kelly, R. P.; Rosati, L. M., and’ Murray, R. A.: Traumatic 
osteomyelitis : the use of skin grafts. Part II. Subsequent treat- 
ment. Ann. Surg., 123:688-697, (April) 1946. 

13. Knight, M. P., and Wood, G. O.: Surgical obliteration of bone 
cavities. following traumatic osteomyelitis. J. Bone & joint 
Surg., 27:547-556, (Oct.) 1945. 

14. Kulowski, Jacob: The Orr treatment of osteomyelitis and allied 

aoe processes. J. Bone & Joint Surg., 13:538, (July) 

1931. 


nm 


15. Lord, J. P.: A case in which a large bone cavity was healed 
by —— of Thiersch grafts. J.A.M.A., 38:1433-1435, (May 
31) 1902. 

16. Lord, J. P.: The closure of chronic osteomyelitic cavities by 


plastic methods. Surg., Gynec., & Obst., 60:853-856, (April) 
1935. 

17. McClintock, J. A.: weg saucerization and early skin graft- 
ting. J. Indiana M. , 39:9-14, (Jan.) 1946. 

18. Padgett, E. C.: i Grafting. From a Personal and Experi- 
mental Viewpoint. Springfield, Ill.: Charles C. Thomas, 1942. 

19. Reid, M. R.: The use of !arge Reverdin grafts in the healing 
of chronic osteomyelitis. Bull. Johns Hopkins Hosp., 33:386-388 
(Nov.) 1922. 

20. Reynolds, F. C., and Zaepfel, F.: Chronic osteomyelitis secon- 
oi to compound fractures. J. Bone & Joint Surg., 30:331-338, 
1948. 

21. Webster, Jerome P.: Refrigerated skin grafts. Ann. Surg., 
120:431-449, (Oct.) 1944. 


=— ss 





PSEUDOMYXOMA PERITONEI OF 
OVARIAN ORIGIN 


(Continued from Page 318) 


be inconsiderable, as involvement of even the 
most remote upper areas is often demonstrable 
with even the smallest amount of the clinging, 
tenacious pseudomucin in the peritoneum. 

Three representative cases have been presented. 
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Procaine Penicillin with 
Aluminum Monostearate 


Serum Concentrations After Oral and 
Intramuscular Administration 


By Jean M. Robinson, M.D. 
Detroit, Michigan 


SINCE THE INTRODUCTION of penicillin 

as a therapeutic agent, there has been unceas- 
ing effort to develop a preparation which would 
give therapeutic serum levels over a long period 
of time, thus decreasing the pain and discomfort 
associated with frequent parenteral injections. The 
earliest penicillin products for intramuscular or 
oral administration required a dose every three 
hours in order to maintain adequate serum levels. 
A great advance both from the standpoint of the 
patient’s comfort and the conservation of time of 
the professional staff was the development of peni- 
cillin preparations for intramuscular use, giving 
satisfactory therapeutic levels for twenty-four-hour 
periods. One of the first of these, penicillin G in 
oil and beeswax (Romansky formula) ,° had two 
drawbacks. Each injection was painful, and fre- 
quently a lump remained at the injection site. 
Procaine penicillin suspended in oil was next in- 
troduced by Herrell, Nichols and Heilman.’ It 
had none of the disadvantages of penicillin G 
in oil and beeswax. 

The most recent advance in attempts to pro- 
long the action of penicillin was the addition of 
aluminum monostearate gel by Evan Thomas to 
peanut oil suspensions of procaine penicillin.” This 
preparation has been found to give blood concen- 
trations of .03 u./c.c. or higher? for ninety-six 
hours in the majority of patients. It has also been 
noted that procaine penicillin of small particle 
size in peanut oil gelled with 2 per cent aluminum 
monostearate maintained a blood concentration 
over a longer period than the same combination 
but with large-sized particle procaine penicillin.’ 
The present study was undertaken to determine 
the serum penicillin levels obtained using both 
the intramuscular and oral routes, and with dif- 
ferent doses of these preparations. 





Dr. Robinson is an a ae Research Fellow in Medicine, Wayne 
County General Hospital, Eloise, Michigan. This investigation was 
aided by a grant from the Upjohn Company, Kalamazoo, Michigan. 
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Method 


In this study, procaine penicillin G (small 
particle size) suspended in peanut oil with 2 per 
cent w/v aluminum monostearate* was the intra- 
muscular preparation used. Single injections of 
1 c.c. (300,000 u.) were given to a large group of 
hospital patients and serum penicillin concentra- 
tions determined at one, two, four, eight, twenty- 
four, forty-eight, seventy-two, and ninety-six, and 


duration of therapeutic serum penicillin levels o: 
tained hy the oral administration of penicillin pre))- 
arations, buffered and unbuffered. To study this 
problem, single doses of 100,000 u. of crystalline 
procaine penicillin G with 2 grains (0.13 gm 

aluminum monostearate buffered with 4 grains 
(0.26 gm.) CaCO, were given to five patients. 
Serum penicillin concentration at one, two, four. 
eight, sixteen, and twenty-four hours were com.- 























TABLE I. 
| Test Series Penicillinase Penicillin Special 
Control Series|Concentration Controls 
Tube No. 12345678910 123 — 
Standard Penicillin (1 u./c.c.) or eS Fe St + FF Inoculumt 
Inoculum with 
Serum A ‘ie 2S eS eo e es 4 * * + 0.50 u./c.c. |Penicillinase + 
Serum B bie RESEALL. t+ + | 0.06 u./e.c. 
Serum C eT Se SS e-P e FF a ae 0.03 u./e.c. |Penicillinase * 
Serum D eee rere ey tei Fes 0.00 u./c.c. 
Inoculum with 
Serum E | Pee ae SF FF + % F 2.00 u./e.c. |Penicillinase 
| plus 
Serum F ede ee et ee ae 2 ee, 0.00 u./c.c. |Penicillin + 
| 


120 hours. The criteria for selection of patients 
were that the patient be moderately sedentary and 
that no sulfonamide or antibiotic had been ad- 
ministered for two weeks prior to testing. A total 
of 110 patients were used for the intramuscular 
studies; forty patients were studied using the oral 
preparations. To study what effect muscular ac- 
tivity had upon the serum penicillin levels, ob- 
servations were made in a number of the patients 
who received the intramuscular products. In an- 
other group of patients a series of multiple injec- 
tion studies was done to determine how high the 
serum penicillin concentration would rise, how 
well the high levels were maintained, and what 
side reactions, if any, would occur when the high 
levels were reached. Several dose schedules were 
followed: (1) 1 c.c. (300,000 u.) injections were 
given every twenty-four hours for five days, with 
blood samples at one, two, eight, and twenty-four 
hours; (2) followed by injections every twelve 
‘ hours for five days with levels estimated at one, 
two, and twelve hours after each of the daily in- 
jections; (3) finally 2 c.c. (600,000 u.) injections 
were administered every twenty-four hours for five 
successive days and levels were determined at one, 
eight, and twenty-four hour intervals. 

Recently interest has been reawakened in the 





*The penicillin products used in this study were provided by the 
Upjohn Company, Kalamazoo, Michigan. 
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pared with respect to duration of effective levels 
with those obtained using 100,000 u. doses of three 
other buffered crystalline preparations not con- 
taining aluminum monostearate.+ Further studies 
were done in twenty patients, using much greater 
amounts of oral crystalline penicillin G** (500.- 
000 u. and 1,000,000 u. ) buffered and unbuffered, 
to determine the concentration of penicillin ob- 
tained in the serum at one, two, four, and eight 
hours, and the duration of effective blood levels 
with the buffered products as compared to the un- 
buffered. 

The B. subtilis serial dilution method,® a modi- 
fication of Rammelkamp’s method,* was used in 
the assay of serum penicillin concentrations. This 
was accomplished by using 0.5 c.c. of each serum 
serially diluted in broth through ten tubes and 
adding 1.5 c.c. of a 2 per cent B. subtilis inoculum. 





+Tablet 1—100,000 u. crystalline procaine penicillin G with 2 
grains (0.13 gm.) aluminum monostearate, buffered 
with 4 grains (0.26 gm.) CaCOs. 

Tablet 2—100,000 u. crystalline penicillin G (potassium salt) buf- 
fered with 4 grains (0.26 gm.) CaCOs. 

Tablet 3—100,000 u. (2 tablets, 50,000 u each) crystalline pro- 
caine penicillin buffered with 4 grains (0.26 gm.) 


CaCOs. 

Tablet 4—100,000 u. (2 tablets, 50,000 u each) crystalline penicil- 
lin calcium buffered with 0.5 gm. of trisodium citrate. 
Hayden Chemical Corporation, N. Y. (Jamieston 
Pharmacal Company, Detroit-Distributors) . 

**Tablet -_—- poe, © crystalline penicillin G (potassium salt), un- 

uffered. 

Tablet 6—500,000 u. crystalline penicillin G (potassium salt, buf- 
fered with 4 grains (6:36 gm. Cat: 3. 

Tablet 7—1,000,000 u. crystalline penicillin G (potassium salt). 
unbuffered. 

Tablet 8—1,000,000 u. crystalline penicillin G_( 


tassiur salt). 
buffered with 4 grains (0.26 gm.) 


CaCOs. 
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RESULTS OF SINGLE AND MULTIPLE 


TABLE II. 
STATED AMOUNTS OF PROCAINE PENICILLIN 
2 PERCENT W/V ALUMINUM MONOSTEARATE. (1 C.c. CONTAINS 300,000 v) 


INTRAMUSCULAR INJECTION 


STUDIES USING 
PEANUT OIL WITH 


THE 
SUSPENDED IN 








—_ ii | 


Amount of Penicillin 
and No. of Injections 


Average Penicillin Concentration in u./c.c. of Serum at the Stated Hours After Each Injection 













































































= 1 oh 1 Inj. 1 hour 2 hours 4 hours _ 8 hours 
11 patients . 184 .161 .507 .121 

- 7] mile 1 Inj. 24 hours 48 hours 72 hours 96 hours 120 hours 
75 patients . 230 .123 .078 .070 055 

3. l 68. every 24 hours for 5 days 24 hours 24 hours 24 hours 24 hours 24 hours 
9 patients 145 . 284 | .777 .680 .818 

4, 1le.e. every 24 hours for 5 days 1 2 8 24 1 2 8 24 1 2 | 8 24 1 2 8 24 1 2 8 24 
5 patients . 236) .210 . 154}. 108 . 348} .298) . 160} . 184) 258) .336) .312) 362) .424) .336].210) . 148) 440) .398) 350) . 236 

— _ ] . 

5. 1 c.c. every 12 hours for 5 days i 3 2 12 1 2 12 1 2 | 12 1 2 12 1 2 12 
5 patients | .096 | .098 | .092 | .134 | .310} .236 | .312 | .185 | .210 | .324 | .375 | .250| .474 | .360 | .298 
(top two lines represent first 2}, 1 2 12 1 2 12 1 2 12 1 2 12 1 2 12 

bottom last 214 days) .405 | .310 | .198 | .666 | .120 | .274 | .373 | .560 | .550 | .666 | .375 | .600 | 1.00 | 1.00 | 1.00 

6. 2..c. every 24 hours for 5 days 1 | 2.) 24] 2 | 2 | 4 | a | 2 faa | a | 2 | ag | a | | 24 

5 patients 242 | .225 | .324 | .500 | .400 | .330 | 1.00 | .750 | .650 | 1.10 | .550 | .750 | .600 | .475 | .436 





Daily penicillin standards 
plicate. 


were prepared in du- 
One-half c.c. of solution containing 1 
u./c.c. of penicillin, when diluted to 1-128 (sixth 
tube of series, Table I) should inhibit the growth 
of B. Subtilis P.C.I. 220.++ Therefore, serum which 
inhibits at the same dilution contains 1 u./c.c. of 
penicillin; if it inhibits at one-half that dilution 
(fifth tube, 1-68) it contains 0.5 u./c.c., and if it 
inhibits at twice the dilution (seventh tube, 1-256) 
it contains 2.0 u./c.c. In addition, a duplicate 
serial dilution of two or more tubes was set up for 
each serum, and penicillinase added to the inoc- 
ulum in the tubes to indicate the presence or ab- 
sence of naturally occurring B. subtilis inhibitors 
in the test serum.! If the number of tubes showing 
inhibition in the test and control series is equal, 
the penicillin concentration is considered zero. 
Table I shows a sample reading of several sera. 
If the number of tubes showing inhibition in the 
test is greater than in the control series, full value 
is assigned to the penicillin concentration. By this 
method the lowest serum penicillin concentration 
which can be read is .03 u./c.c. 


Results 


The results obtained following the use of the 
intramuscular preparations are presented in the 
tables. In Table II-1 (1 c.c.-300,000 u. of pro- 
caine penicillin suspended in peanut oil with 2 per 
cent w/v aluminum monostearate) , it can be seen 
that serum concentrations reached effective thera- 
peutic levels in the first hour following the injec- 
tion. The average serum concentrations are well 





+7U. S. Government Food and Drug Administration designation. 
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above the generally accepted minimum desired 
therapeutic level? of .03 u./c.c. at one, two, four, 
and eight hours. In only one instance in the group 
of eleven patients did the concentration fall be- 
low .03 u./c.c. at the fourth hour. These results 
indicate a prompt rise in the penicillin level during 
the first hours following the administration of this 
preparation. 


One c.c. (300,000 u.) of the same intramuscular 
preparation given to seventy-five patients main- 
tained an average serum penicillin concentration 
much greater than .03 u./c.c. for 120 hours after 
injection, as is shown in Table II-2. However, 
the serum levels of some individuals in this group 
dropped below .03 u./c.c. even at twenty-four 
hours; this was likewise true with greater frequency 
at the later hours. Of the group of seventy-five 
patients levels were greater than .03 u./c.c. in 95 
per cent of them at twenty-four hours, 94 per 
cent at forty-eight hours, 90 per cent at seventy- 
two hours, 70 per cent at ninety-six hours and 70 
per cent at 120 hours. 


In the nine patients injected with 1 c.c. (300,- 
000 u.) of the same preparation every twenty-four 
hours for five days, the average serum penicillin 
levels rose from five times the minimum level of 
.03 u./c.c. at twenty-four hours after the first in- 
jection, and to twenty-nine times that level twenty- 
four hours after the fifth injection (Table II-3). 
One patient of this group was moderately active 
on the ward, and one was incessantly moving 
about. The serum levels of these ambulatory pa- 
tients showed a tendency to be lower twenty-four 
hours after injection than those of the sedentary 
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patients. Figure | represents the average serum 
levels of six of the patients of this group, demon- 
strating the rise in serum levels and the main- 
tenance of the high levels. 


level of .03 u./c.c. and were maintained close to 
this level or higher until twelve hours after the !ast 
injection. 

When the dose of intramuscular penicillin was 
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Fig. 1. Daily injections for five successive days of 1 c.c. (300,000 u.) of procaine penicillin 
in peanut oil with 2 per cent w/v aluminum monostearate. Average serum levels in u./c.c. at 


twenty-four hours after each injection. 


Findings in the sera of five patients who were 
injected every twenty-four hours for five consecu- 
tive days with 1 c.c. (300,000 u.) of the intramus- 
cular preparation, and whose sera were tested at 
one, two, eight, and twenty-four hours, are sum- 
marized in Table II-4. The average serum peni- 
cillin concentrations in this group showed a grad- 
ual rise as the number of injections increased. The 
serum levels were higher in most cases shortly 
after injection, but were maintained at satisfactory 
levels through each twenty-four-hour period. In 
this group, two patients were moderately ambula- 
tory and one was continually moving about. Again, 
the tendency toward low serum levels at the eight 
and twenty-four-hour periods was noted, though 
initially the penicillin concentrations of these active 
patients were sometimes higher than those of the 
sedentary patients. 


One c.c. (300,000 u.) of the intramuscular peni- 
cillin was next given to five patients every twelve 
hours for five consecutive days (Table II-5). The 
average serum levels at one, two, and twelve hours 
after each injection rose to ten times the minimum 
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doubled and five patients were given 2 c.c. (600.- 
000 u.) every twenty-four hours for five successive 
days, somewhat different values were obtained 
(Table II-6), The first hour after the first injec- 
tion the serum level was eight times the .03 u./c.c. 
level. Serum levels after the second injection were 
maintained at greater than ten times the minimum 
level, and after the third injection they reached a 
level thirty times that of the minimum level 

The results of the series of oral studies are shoven 
in Table III. Tablet No. 1, containing 2 grains 
aluminum monostearate, resulted in average serum 
penicillin concentrations which were adequate at 
one, two, and eight hours, but were below .03 
u./c.c. at four hours. The average serum levels 
of Tablets No. 2, 3, and 4 were higher than those 
of the aluminum monostearate preparation at 
one, two, and four hours, but lower at the eight- 
hour period. 


Larger doses of crystalline penicillin G, buffered 
and unbuffered, were given to groups of five pa- 
tients (Table III, Tablets 5, 6, 7, and 8). Very 


high average serum penicillin concentrations were 


JMSMS 








obt: 
fell 
in I 
5g 


lev 


his 





PROCAINE PENICILLIN—ROBINSON 


0 obtained at one hour after administration, but they 
st fell rapidly and could not be considered adequate 

in most cases for longer than eight hours. Tablet 
As 5 gave therapeutic levels for only four hours. The 


developed small pruritic hemorrhagic areas on his 
legs. These subsided following antihistaminic 
therapy. There were no cases of local reaction at 
the site of injection. The oral preparation Tablet 


TABLE III. SERUM LEVELS FOLLOWING ADMINISTRATION OF VARYING 
AMOUNTS OF ORAL PENICILLIN PREPARATIONS, BUFFERED AND 
UNBUFFERED. 























Oral Penicillin Average Penicillin Concentration in u./c.c. at 
Preparation | 
| 1 Br; 2 Hrs. 4 Hrs. | 8 Hrs. | 16 Hrs. 24 Hrs. 
Tablet 1 | 0.050 0.112 0.024 | 0.074 | 
Tablet 2 0.350 0.175 0.093 0.031 | 
Tablet 3 | 0.099 0.112 0.086 | 0.062 
Tablet 4 0.500 0.325 O.112 «| 0.037 | 
Tablet 5 0.825 | 0.900 0.025 | 0.015 0.015 
| | 12 Hrs.* 
Tablet 6 | 1.800 | 0.450 | 0.099 | 0.031 0.000 
Tablet 7 2.200 =| 1.850 0.287 | 0.031 0.025 
Tablet 8 8.800 | | 2.650 | 0.562 | 0.031 0.012 
*This value, only, represents a 12 hour sample rather than a 16 hour sample. 


levels obtained with the buffered products were 
higher than those of the unbuffered at eight hours. 


Discussion 


Procaine penicillin (small particle size) sus- 
pended in peanut oil with 2 per cent w/v alumi- 
num monostearate has several attributes which 
make it of great promise in therapy. The first is 
the duration of adequate therapeutic serum levels 
in the majority of cases for ninety-six hours, neces- 
sitating only one injection every three or four days, 
as seems necessary. The rapid rise to adequate 
serum levels within the first hours after injection is 
a second asset. The sustained high serum concen- 
trations can be obtained by multiple doses, and 
may prove desirable in the treatment of virulent 
infections. This penicillin preparation is free flow- 
ing and therefore easily withdrawn from the vial 
and easily administered intramuscularly. Injection 
was not painful and no residual ‘lumps were ob- 
served at the injection site. 

Oral preparations, buffered or unbuffered, to 
be effective must be given in doses about five times 
the size of intramuscular doses. Even then, effec- 
tive therapeutic levels are not obtained for longer 
than eight hours, and in many cases only for four 
hours after administration. The oral preparations 
may prove of most value as a means of carrying 
on treatment after the first acute stage of a dis- 
ease has passed. 





Only one sensitivity reaction occurred after in- 
jection of any of the intramuscular preparations. 
y On the fourth successive day of administration of 
e | c.c. (300,000 u.) of the penicillin, one patient 
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7 caused two reactions in the group of six pa- 
tients to which it was given. One was an asthmat- 
ic attack occurring fifteen minutes after adminis- 
tration of the tablet. This was controlled in about 
an hour by the use of aminophylline and pyriben- 
zamine. This patient’s serum level at one hour 
after administration was 8 u./c.c. The other re- 
action was a pruritic one confined to the face and 
neck. The onset was about two hours after ad- 
ministration of the tablet, and the pruritus was re- 
lieved by the use of benadryl. 


It was noted above that the two active and 
three moderately active patients of the entire 
group who received intramuscular injections 
showed generally lower serum penicillin concen- 
trations than the sedentary patients, though initi- 
ally the active patients’ serum levels were often 
higher. The high levels soon after injection may 
be due to increased massage of the injection site, 
releasing penicillin into the blood stream early. 
Rapid excretion of the penicillin from the blood 
stream would be expected in the more active pa- 
tients, thus accounting for the low levels later. 


Conclusions 


A single injection of 1c.c. (300,000 u.) of pro- 
caine penicillin (small particle size) suspended in 
peanut oil with 2 per cent w/v aluminum mono- 
stearate was found to give therapeutic serum 
penicillin concentrations during the first hour after 
injection; it maintained therapeutic levels for 
seventy-two hours in 90 per cent of cases and 
maintained therapeutic levels for ninety-six and 
120 hours in 70 per cent of cases. 
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Injections of 1 c.c. of the intramuscular peni- 
cillin every twenty-four hours and every twelve 
hours for five successive days gave serum levels 
ranging from five to thirty times the minimum 
level of .03 u./c.c. for twenty-four and twelve 
hours, respectively, following the last injection. In- 
jection of 2 c.c. (600,000 u.) every twenty-four 
hours for five successive days gave serum levels 
eight times the minimum therapeutic level at one 
hour after injection, and the serum levels were 
maintained at .03 u./c.c. or higher for twenty-four 
hours after the last injection. Sensitivity reaction 
occurred in only one patient of the twenty-four 
who received multiple injections. 

Oral crystalline procaine penicillin with 2 grains 
(0.13 gm.) aluminum monostearate, buffered with 
4 grains (0.26 gm.) CaCO,, given in single doses 
of 100,000 u., gave serum penicillin concentrations 
which were adequate but generally lower at one, 
two, and four hours, and higher at eight hours 
than levels obtained by the use of three other oral 
buffered crystalline penicillin preparations. Much 
larger doses (500,000 u. and 1,000,000 u. per 
tablet) of crystalline penicillin G, buffered and 
unbuffered, gave adequate serum penicillin concen- 
trations for only eight hours, and the serum levels 
of the buffered products were higher than those of 
the unbuffered. 
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Anemia in Babies Delivered 
by Cesarean Section 


Its Possible Prevention 


By R. S. Siddall, M.D., Detroit, Michigan, and 
R. H. West, M.D., Evanston, Illinois 


LTHOUGH cesarean section should theorcti- 

cally offer the least trying and therefore safest 
method of delivery for the infant, statistics show, 
almost without exception, a higher fetal mortality 
with abdominal than with vaginal birth. Much of 
the additional loss can be ascribed to the direct 
effect on the child of conditions for which the 
operation is performed, or indirectly to immaturity 
resulting from the frequent necessity for cesarean 
section before full term. There still remain, how- 
ever, a substantial number of deaths which have 
as yet been unexplained. The death of a child soon 
after abdominal delivery, with exsanguination as 
the apparent cause, suggested investigation of the 
possible role of anemia as a factor in cesarean 
section fetal mortality. 

Babies born by cesarean section, without selec- 
tion as to maturity or indication for operation, re- 
ceived blood counts and hemoglobin estimations 
on the day of delivery, and for confirmation usually 
again on the third neonatal day. The average 
hemoglobin reading was 15.1 grams (98 per cent), 
with variations from 9 grams (59 per cent) to 
over 19 grams (over 124 per cent). The average 
of the red blood cell counts was 4,490,000 per 
cubic millimeter, with extremes of 2,540,000 and 
6,080,000. Figure 1 shows the numerical distribu- 
tion of the results for the red blood counts and 
the hemoglobin estimations in the sixty babies 
studied. 

It will be noted from Figure 1 that the majority 
of these blood counts and hemoglobin readings 
were in general accord with the usually accepted, 
and therefore comparatively high, normal figures 
for the newborn. In three, however, the results 
were so unusually low as to be considered abnormal 
for infants. The hemoglobin determinations for 
these three lowest were 9, 11, and 11.5 grams 
per 100 c.c. which correspond to percentages of 
59, 72, and 75. The red blood counts expressed 
in millions were 2.54, 3.10, and 3.44 per cubic 





From the Department of Obstetrics and Gynecology, Harper Hos- 
pital. Dr. West was the Chief Resident in Obstetrics and Gyne- 
cology in 1948. 
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ANEMIA IN BABIES—SIDDALL AND WEST 


millimeter. These babies were pale, listless, and 
obviously suffering from anemia. The two most 
seriously affected received blood transfusions of 
70 and 50 c.c. respectively, with marked improve- 


RED BLOOD COUNT 


normal babies that large vessels were not cut, and 
consequently the blood loss was slight. It is in- 
teresting that one of the anemic babies was a 
double ovum twin. Her placenta had been cut 
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ment. All three were finally discharged from the 
hospital in satisfactory condition. 


In an effort to determine the cause of the ane- 
mia in these babies, the case records were reviewed. 
All three were at or near full term. The indications 
for cesarean section were placenta previa, cesarean 
section in the previous pregnancy, and fulminating 
toxemia. The mother delivered by cesarean sec- 
tion for placenta previa had a hemoglobin reading 
of 9.9 grams (64 per cent) before transfusion and 
a red blood count of 3,120,000. The other two 
were not anemic. The only seemingly significant 
point in common for the three cases was the fact 
that the incision into the uterus passed through 
the placenta, which was implanted beneath. It 
is to be noted that the placentas were actually cut 
through and not simply separated from the uterine 
wall and pushed aside. There were a number of 
the latter but with no apparent effect on the in- 
fant’s blood count in any case. It should also be 
stated that there were two other instances of inci- 
sion of the placenta but without anemia, the hemo- 
globin readings being 15.9 and 16.0 grams. 


Speculation as to the cause of the anemia in 
the three affected babies leads to the probable 


conclusion that the incisions through the placentas 


cut one or more large vessels with consequent 
rapid blood loss from the fetal circulation. It is 
also quite conceivable in the case of the two 
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through, whereas that of her sister was intact, 
and she had no anemia. Also, it may be significant 
that in the case of the baby with the most marked 
anemia the record of the operation stated that 
there was unusual difficulty and delay in extract- 
ing the child from the uterus. Conceivably, fur- 
ther delay could have resulted in fatal blood loss. 
Even the nonfatal degree of anemia which was 
present in these three babies could have been a 
very serious factor in combination with other com- 
plications. 


Summary 


Hemoglobin estimations and red blood cell 
counts on sixty babies delivered by cesarean sec- 
tion were within the normal newborn range for 
the majority. Three, however, had definite ane- 
mia. The placentas of these infants had been cut 
as the uterus was incised, and it is likely that 
severed placental vessels resulted in severe fetal 
blood loss. In two other cases with incision of the 
placentas, the babies were normal. It seems prob- 
able that in these instances the large vessels 
escaped injury. 

These observations indicate the possibility of 
marked or even dangerous anemia of the infant 
when the placenta is cut through at the time of 
cesarean section. 
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The Collagen Diseases 


L. L. Stewart, M.D. 
Detroit, Michigan 


he 1933, Dr. F. Klinge, a German pathologist, 

described certain changes of the connective tis- 
sue structures that accompanied better known 
changes previously described in rheumatic fever, 
as a “swelling of the ground substance with in- 
creased visability and a straightening and thicken- 
ing of the collagen fibers associated with increased 
It was these 
observations that later formed the basis for the 
“collagen disease group.” Since that time, the 


friability and intense eosinophilia.” 


group has been expanded to include such disease 
entities as: (1) disseminated lupus erythematosis, 
(2) periarteritis nodosa, (3) scleroderma, (4) 
thromboangiitis obliterans, (5) dermatomyositis, 
(6) glomerulonephritis (some cases), (7) malig- 
nant hypertension, (8) rheumatoid arthritis, and 
(9) ulcerative colitis. 

In order to develop the concept of a disease of 
connective tissue structures, the normal histology 
of the connective tissue has to be studied to find 
what structures can be involved. The main con- 
stituents of the connective tissue are: (1) collagen 
fiber, which is a nonbranching, flexible, albuminoid 
substance that resists pulling; (2) reticular fibers, 
which are non-elastic branching and may be found 
either alone or continuous with the collagen fibers 
but possess different staining equalities from them; 
(3) elastic fibers which form a branching, filamen- 
tous, interlacing network in the connective tissue 
and which stretch but resume their shape; (4) 
ground substance, a jelly-like, amorphous, cement 
material, which holds the connective tissue and 
other cellular components together. Graphically, 
these structures appear as in Figure 1. 


As previously stated above, and again stated for 
re-emphasis, there is a swelling of the ground sub- 
stance with increased visibility and a straightening 
and thickening of collagen fibers associated with 
increased friability and intense eosinophilia. Fi- 
nally, there is a necrosis of this connective tissue 
structure, the end result of which is a hyaliniza- 
tion of the involved area. The acute phase of this 
process is known as “fibrinoid degeneration and 
necrosis.” This fibrinoid necrosis is the basis on 





From the Department of Medicine, the Grace Hospital. The 
author is a Resident in Internal Medicine. 
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Fig. 1. (above) 

Fig. 2. (below) (1) Thickening, straightening, swelling of col- 
lagen fibers, with fragmentation. (4) Increased density, visibility. 
and swelling of the ground substance. 


which all postulations of a “disease of the collagen 
system” rests. Graphically, these changes are as 
shown in Figure 2. 

In every disease, cither assigned to, or allied 
with the collagen disease group, the above process 
It is because of this fact that the 
grouping took place. 


is going on. 


In rheumatic carditis, the fibrinoid necrosis may 
be found in the pericardium, myocardium, and/or 
endocardium. In the endocardium and in the 
valve leaflets, the characteristic lesion is a suben- 
dothelial fibrinoid degeneration that builds up 
forming a verrucous lesion, the endothelial cover- 
ing of which may, or may not, undergo necrosis. 
The degenerative process of rheumatic fever may 
also be seen in other areas such as synoviae, cap- 
sular tissue of joints, subcutaneous nodules, and at 
costo-chondral junctions. In diagram, the areas 
of involvement in rheumatic carditis are those 
shown in Figure 3. : 


In such lesions as periarteritis nodosa, dissemi- 
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nated lupus erythematosis, and malignant hyper- 
tension, there are markedly similar lesions involv- 
ing the blood vessels. This is a progressive process 
having the following phases: (1) subintimal fibri- 
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3. Periarteritis nodosa, with its severe general- 


ized vascular damage, especially of the heart and 
arteries of medium and small size, along with a 
severe inflammatory or allergic local reaction in- 


Possible areas, fibrinoid necrosis 
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Fig. 4 


noid degeneration; (2) extension of the degenera- 
tion, with necrosis; and, finally, (3) thrombus for- 
mation. These may likewise be shown in a diagram 
as in Figure 4. 

With this basic pattern of fibrinoid degenera- 
tion and necrosis, there is an accompanying cellular 
infiltrate (expressed this way to avoid the unsettled 
question of whether this is inflammatory or allergic 
in nature). The only difference is the severity of 
the involvement and the degree of the accompany- 
ing reaction. For example: 

1. Disseminated lupus erythematosus with a 
maximal injury of collagen fibers, with frustrated 
fibroblast proliferation, and striking degenerative 
changes involving particularly the small arteries, 
arterioles, and capillaries. 

2. Rheumatic fever with its less intense injury 
of collagen, but progressive fibroblast proliferation, 
production of new fibrous tissue, and large Aschoff 
cells. It has a predelection for the heart, subcuta- 
neous tissue (as localized nodules), and joint syno- 
via, with only a mild inflammatory or allergic re- 
action. 


Marcu, 1949 


volving the perivascular tissue and all layers of the 
vessel involved. This infiltrate is composed of 
many eosinophiles, polymorphonuclear and round 
cells, and is accompanied by great degeneration 
and necrosis of blood vessel walls. 

4. Scleroderma, with its tremendous debilitating 
involvement of all connective tissue most apparent 
in the skin on physical examination, and accom- 
panied by minimal signs of allergic or inflamma- 
tory reaction. 

It is important to point out that, although there 
are some basic similarities of underlying pathology, 
clinically the degree of involvement and the signs 
and symptoms are widely different, as is readily 
seen by referring to Table I on differential diag- 
nosis. There is enough overlap of sites of prefer- 
ence (skin, vascular tree, pleura, synovia, et cetera) 
and symptoms and signs to make some investiga- 
tors believe in this grouping. Others, however, are 
doubtful of its value, considering it a “waste- 
basket.” 

Treatment has been inadequate, especially in 
such conditions as disseminated lupus erythemato- 
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TABLE I. FIVE DISEASES OF THE CALLAGEN SYSTEM 








Disseminated Lupus 













































Erythematosus Periarteritis Nodosa Acute Rheumatic Fever Dermatomyositis Scleroderma 
Prolonged irregular Insidious to violent onset Fever Weakness Fever usually absen: 
fever with tendency to Fever moderate Rapid pulse General malaise can have: : 
remission Sweating Sweating Fever Subacute febrile period 
Recurrent involvement Malaise Severe prostration Prostration General malaise 
of synovial and Tachycardia Polyarthritis—migratory Dermatitis with or Subcutaneous Changes 
serous membranes Fleeting edema Urticaria without edema Induration 
Depression of bone Progressive: Erythemias Muscular: Brawny_ edema 
marrow function Weehuen Purpura Weakness . Hardening 
Vascular alterations Joint pain Transient, paresis Pain Atroph : 
in skin, kidneys, and Muscular pain Endocarditis Atrophy Painful ulceration 
other viscera, in Abdominal pain Myocarditis Fibrous contraction Difficult movement 
advanced stages Leukocytosis Pericarditis Relapses Digestive disturbances 
ash Transient edema Pleurisy Paresthesias 
Swollen joints Slight elevation of Exudative dermatoses Numbness tior 
Painful joints blood pressure Erythema nodosum Tingling 
Leukopenia Urticaria Subcutaneous nodules ea 
Red blood cells in urine Purpura Leukocytosis y 
Albumin in urine Subcutaneous nodules Increased sedimentation hz 
Arthralgias Signs of acute rate p=. 
Pleurisy glomerulonephritis Albuminuria tru 
Pericarditis Involvement of Red blood cells in urine 
a : medium and small of | 
ndocarditis arteries 
Petechiae 
Sensitivity to sun 
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MYOCARDIAL INFARCTION—ABBOTT AND GERISCH 


Acute Myocardial Infarction 


By H. Lyman Abbott, M.D., and 
Robert A. Gerisch, M.D. 


Detroit, Michigan 


E WISH to present a case history illus- 

trating an acute anterior myocardial infarc- 
tion occurring in a white man aged twenty-one 
years and two months. Our purpose is to em- 
phasize once again that it is possible to see a 
true myocardial infarction in a patient regardless 
of his or her age. 


Case Report 


Mr. F. J. T. (No. 377447), a twenty-one-year-old white 

man, entered Harper Hospital on February 24, 1948, 
with the main complaint of severe constricting pain 
throughout his thorax, with radiation, associated with 
tingling, to both shoulders and down the medial aspect 
of both arms and forearms to the wrists. This symp- 
tom was associated with marked dyspnea and profuse 
perspiration. The acute episode had commenced approx- 
imately one hour prior to admission while he was 
walking slowly back to his work, following the eating of 
a very light lunch. 


His past history revealed that he had always enjoyed 
the best of health and that during World War II he 
had served two years in the South Pacific Theater with 
the United States Navy. During the taking of a careful 
history, he did relate that on approximately January 15, 
1948, he experienced an acute constricting-type of pain 
over the precordium while riding in an automobile. 
This pain was severe enough to produce profuse per- 
spiration and a moderate degree of dyspnea. However, 
since the episode abated spontaneously after about fifteen 
minutes’ duration, he did not consult a physician and 
had no recurrence until the onset of the present episode 
necessitating his hospitalization. 


His previous diseases were the usual childhood ail- 
ments with the addition of scarlet fever. His habits 
were essentially normal except for the excessive smok- 
ing of cigarettes over the previous five years. His oc- 
Cupation was a “stoker-repairman.” 


The patient’s familial history revealed no known 
hereditary disease. His father was living and was 70 
inches (177.8 cm.) in height and weighed 190 pounds 
(86.2 kg.). His mother was living and was 66 inches 
(167.6 cm.) tall and weighed 140 pounds (63.6 kg.). The 
patient’s paternal grandfather was 74 inches (187.9 cm.) 
in height and weighed 210 pounds (95.4 kg.). His ma- 
ternal grandfather was 72 inches (182.8 cm.) tall and 
weighed 200 pounds (90.9 kg.). 


Admission physical examination showed that the pa- 


From the Department of Internal Medicine, Harper Hospital, 
Detroit, and 970 Fisher Building, Detroit. 
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tient was a young white male, 73 inches (185.4 cm.) 
in height and weighing 200 pounds (90.9 kg.). He was 
in acute pain, complaining of severe constriction through- 
out his entire thorax. His blood pressure was 140 sys- 
tolic and 90 diastolic; his pulse rate was 104 per minute 
and of regular rate. His oral temperature was 36.5 
degrees Centigrade and his skin was cold and moist. 
Moderate dyspnea was evident and he appeared very 
apprehensive. He had been given intramuscularly two 
doses of 0.015 gm. of morphine sulfate approximately 
one-half hour prior to admission. These injections had 
no apparent effect upon his precordial pain. The re- 
maining findings were essentially normal, with the excep- 
tion of slight tenderness over the gall-bladder region 
in the right upper quadrant of the abdomen. 

A tentative diagnosis of acute myocardial infarction 
was made, but a possible acute cholecystitis had to be 
ruled out. The pain subsided immediately on the ad- 
ministration of 0.03 gm. of papaverine hydrochloride 
intravenously. 

The routine laboratory findings on admission were: an 
erythrocyte count of 4,740,000; hemoglobin of 15 gm. 
by the Sahli method; a leukocyte count of 7,400 with 
an essentially normal differential count. The urine was 
yellow, acid reaction, specific gravity of 1.027, with a 
2-plus albumen, and microscopical study revealed an 
occasional hyaline cast per high power field. The 
admission blood chemistry revealed a negative Kahn 
test, a non-protein-nitrogen level of 36 mg., blood sugar 
of .117 mg., a cholesterol of 183 mg. and cholesterol ester 
of 109.5 per cent. The icteric index was 8 units, and 
the total serum protein was 7.54 mg. 


On the following day the patient’s temperature rose 
to 38.6 degrees Centigrade orally, and his pulse to 120 
per minute with an occasional extra-systole. The blood 
pressure had dropped to 114 systolic and 78 diastolic. 
The urine was essentially normal, with no albumen or 
casts, as was noted on admission. A _ portable chest 
film was essentially normal, and an electrocardiogram 
showed a slight right axis deviation, a rate of 130 per 
minute, a P-R interval of .12 seconds, QRS component 
of .06 seconds, a Q, and Q, with elevation of ST, 
and ST, and depressed ST,. The T wave in standard 
limb lead 1 and chest lead CF, were diphasic, and an 
occasional ventricular extra-systole was present. A diag- 
nosis of acute anterior myocardial infarction was made. 
On the second of March, 1948, another electrocardio- 
gram showed a definite inversion of the T wave in CF,. 
The sedimentation rate on the latter date was 38 mm. 
per hour. On the fourteenth day the blood pressure 
was 95 systolic over 50 diastolic. This was the low- 
est level recorded while the patient was in the hospital. 

Figure 1 illustrates the electrocardiogram taken on 
March 3, 1948, eight days following the acute myocar- 
dial insult. Its interpretation is as follows: “Regular 
sinus rhythm. Right axis deviation. Ventricular extra- 
systoles seen earlier are no longer present. P waves 
normal. P-R .15 sec., QRS .08 sec., R, and R, notched, 
fair sized Q,. T, diphasic with sharply inverted point. 
T, nearly isoelectric, T, diphasic in opposite sense. 
Marked elevation and arching of S-T,. S-T, depressed. 
AVF confirms right axis deviation with well developed 


347 





MYOCARDIAL INFARCTION—ABBOTT AND GERISCH 


Lead lll - AVR AVL ~ 


Lead ‘ 


V6 


Fig. 1. Patient F.J.T. Electrocardiogram taken on March 3, 194 


R, while AVL shows large Q and almost no R. V, 
deough V, show no R wave. V-. shows small R, v. 
moderate R with no preceding Q. In V 
the T is erect, and in V, to V, 
maximum and pointedly ieverted i in +o The diagnosis: 
A large recent anterior myocardial infarction which, 
since the curve of February 25, 1948, has begun to 
enter the regressive phase.”’+ 


1 


This patient made an uneventful recovery and has 
since been transferred to the Detroit Marine Hospital 
for his continued convalescence. 


Comment 


We are happy to be unable to report the au- 
topsy evidence, as this patient is making an un- 
eventful recovery with the usual medical care, 
including dicumerol therapy. However, our evi- 
dence to support the clinical diagnosis is based 
on the clinical history, the physical examination 
at the time of admission, the elevation in body 
temperature during the first four days of admis- 
sion following the acute episode, the elevated sedi- 
mentation rate, and three separate electrocardio- 
grams, one of which is reproduced in Figure 1. 


It is significant to emphasize the history of the 
previous precordial pain occurring at five weeks 


tOfficial interpretation of this electrocardiogram was made by 
E. D. Spaulding, M.D., chief of the Department of ee Hy 
Harper Detroit, Michigan. 
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ospital, 


and V, 
the T is diphasic, 


prior to the onset of the acute symptoms necessi- 
tating hospitalization. This finding lends support 
to a diagnosis of a thrombosis and not to an 
acute embolus to the coronary vessel. 


Since Herrick* in 1912 first described the clin- 
ical picture of obstruction of the coronary arteries, 
much has been written concerning the etiology. 
In our patient, the only detectable etiological 
factors were obesity, excessive physical exertion, 
a history of being a very excessive smoker, and 
a familial background of obesity and _ tallness. 
The latter could lead one to think of a hereditary 
trait of hyperpituitarism. 


Mintz and Katz’ in 1947 recently reviewed 572 
cases of recent myocardial infarction in reference 
to sex, age, mortality, seasonal incidence, precipi- 
tating causes, et cetera. Their youngest patient 
was thirty-two years of age. 


In 1937, Glendy and associates* concluded, in 
their comparison of 100 patients under forty years 
of age with 300 patients past eighty, that 1.7 per 
cent of all coronary disease occurs in persons un- 
der forty years of age and that the electrocardio- 
graphic observations were the same in_ both 
groups, but there were fewer conduction defects 
in the younger group. They also pointed out the 
fact that of the younger group, approximately 
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70 per cent were robust to greatly over-weight by 
all present standards. 

Master and associates® in their review in 1939 
of 500 cases of coronary occlusion, of which the 
youngest was twenty-seven years of age and thir- 
ty-nine of their cases ranged from twenty-seven 
to thirty-nine years of age, concluded that the 
susceptibility of young persons to coronary sclero- 
sis and occlusion could not be attributed to 
rheumatic fever, syphilis, diabetes mellitus, hyper- 
tension, nor any familial or hereditary trait. 
They also concluded that cardiac enlargement and 
cardiac failure increased with the age of the 
patient, being uncommon in the young. 

Clawson? in 1939 reported an analysis of 928 
cases of coronary sclerosis, of which the young- 
est was twenty-two years of age. He stated that 
hypertension is the suggestive etiological factor 
in coronary sclerosis. He also emphasized that 
severe coronary sclerosis is often seen without any 
evidence of hypertension. Effort was not a con- 
spicuous factor, in that at least 75 per cent of 
those cases expiring did so while at rest in the 
hospital or elsewhere. 

Sleigmann and Slanner® in 1946, reporting the 
cases of acute myocardial infarction occurring in 
men below the age of forty years, in the armed 
forces of the United States, concluded that stren- 
uous effort had been noted to be the causative 
factor in the majority of cases. 

Brockst reported in 1941 a _twenty-year-old 
man in whom a coronary occlusion occurred due 
to a hemorrhage into the arterial wall, with sec- 
ondary thrombus formation. 

Zacks’® in 1943 reviewed the literature and 
found eight cases of coronary thrombosis occurring 
in patients between the ages of ten and twenty 
years. He added one of his own, bringing the 
total number up to nine. 

Miller and Woods® in 1943 reported a fatal 
coronary thrombosis in a man aged twenty-two 
years, 

Ramsay® in 1931 reported a case of coronary 


thrombosis found in an infant only four months 
of age. 


Conclusion and Summary 


We have presented a case history with clinical 
and laboratory evidence of an acute anterior 
myocardial infarction occurring in a white man 
aged twenty-one years and two months. 


(Continued on Page 351) 
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Perforation of the Rectosig- 
moid Due to Benign Tumors 


Report of Two Cases 
By Thomas C. Arminski, M.D. 
Detroit, Michigan 


* HAS ONLY BEEN in recent years that the 

benign tumors of the intestinal tract have come 
to occupy a prominent position among diseases of 
the digestive system. Various histologic types of 
tumors have been reported; namely, angiomata, 
myomata, fibromata, lipomata, and adenomata. 
Dewis, in 1906, reviewed the various case reports 
and found that among 208 cases fifty-three were 
located in the small intestine, fifty-four in the colon 
and appendix, and 101 in the rectum. Descoudres 
found that in eighty cases of myomata of the intes- 
tinal tract, sixteen were in the rectum. The com- 
mon complications of these lesions are obstruction, 
intussusception, inflammation, hemorrhage, and 
malignant changes. Although perforation of the 
intestinal tract due to benign tumors has been men- 
tioned as possible, no reports of this complication 
could be found in the literature. Turner, Grant 
and Murray, Weinberger, and Koucky and Beck, 
discussing perforations of the ‘colon and rectum, 
list diverticulitis, cancer, and trauma as the most 
frequent causes. 

It must be presumed that perforations of the 
large intestine secondary to benign lesions have 
occurred, but that these have not been reported. 
It is with this purpose that I present two cases 
which exemplify an additional complication of 
benign tumors of the intestine, and an additional 
etiological factor in perforation of the large bowel. 


Case Reports 


Case 1.—(No. 93570) A sixty-eight-year-old white 
man, a factory worker, was admitted to The Grace Hos- 
pital on June 2, 1946. He had been perfectly well until 
eight hours prior to admission to the hospital, when he 
was seized with a sudden severe lower abdominal pain. 
After the onset of the pain, he vomited once and had 
one bowel movement, which was normal in color and 
consistency. There had been no melena, jaundice, weight 
loss, nor change in bowel habit. An appendectomy 
had been performed nineteen years previously. 

On admission, the patient was acutely ill, and slightly 
cyanotic. The temperature was 100.4°; pulse rate, 140 





From the Department of Surgery and the Department of 
Pathology, Grace Hospital. The author of this paper completed 
his residency in surgery on January 1, 1949. 
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Fig. 1. Case 1. A photograph of the 


perforation at the rectosigmoid junction. trating the 


per minute; and the blood pressure, 62/40. The ab- 
domen was slightly distended, and there was a moderate 
generalized rigidity over the lower quadrant. No ab- 
normal masses were palpated. The peristalses were gen- 
erally hypoactive, and a suspicious fluid wave was pres- 
ent. On rectal examination, no pathologic condition was 
found. The patient was given 1,000 c.c. of intravenous 
fluid and 2,500 c.c. of plasma soon after admission, but 
his condition was critical, and he expired in eight hours. 


The autopsy demonstrated the presence of 2,000 c.c. 
of cloudy, dark, foul-smelling free fluid within the peri- 
toneal cavity. The entire small and large intestines 
were markedly congested, and covered with a fibro-puru- 
lent exudate. The entire small bowel, cecum, ascending 
and transverse colon exhibited no gross pathologic condi- 
tions except moderate distention and congestion of the 
serosa. At the rectosigmoid junction there was an ovoid- 
shaped perforation measuring 3.5 cm. by 2.5 cm. Pro- 
jecting through this perforation and extending into the 
peritoneal cavity was a polyp measuring 2 cm. by 1.5 
cm. in size. It was attached to the mucosal surface by 
a pedicle 3 cm. in length and 8 mm. in diameter. The 
mucosa and bowel wall at the periphery of the perfora- 
tion were congested, ulcerated, and gangrenous. Méicro- 
scopic examination showed that the rectal polyp was com- 
posed of atypical glandular tissue without any undiffer- 
entiation. There was a marked vascularity and a con- 
siderable amount of polymorphonuclear cell infiltration. 
The intestinal wall in the vicinity of the perforation ex- 
hibited local necrosis and a considerable amount of poly- 
morphonuclear cell infiltration. Numerous sections 
through the polyp and the bowel wall showed no malig- 
nancy. 


Case 2.—(No. 110382) A seventy-year-old white man 
was admitted to The Grace Hospital on June 4, 1947. 
This patient had had rectal trouble for thirty years. 
During this time, he had had several hemorrhoidec- 
tomies, excision of rectal fistulae, and incision and drain- 
age of peri-rectal abscesses. 


The temperature was 97°; pulse rate, 74 per minute; 


350 


Fig. 2. Case 1. A photograph illus- 
perforation and the polyp 
within the lumen of the rectosigmoid. 
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Fig. 3. Case 1. A photograph _illus- 
trating the polyp as found at autopsy out- 
side the lumen of the bowel. 


Fig. 4. 


(above) Case 2. ,A photograph illustrating the perfora- 
tions of the bladder and the rectum, and the polyp lying outside 
the the lumen of the bowel. 


Fig. 5. (below) Case 2. A photograph illustrating the perfora- 
tions in the bladder and rectum, and the polyp after it had been 
replaced into the lumen of the bowel. 
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and blood pressure, 95/55. Rectal examination revealed 
large thrombotic external hemorrhoids and a relaxed ex- 
ternal anal sphincter. The gluteal and perineal areas 
were scarred and indurated. An indefinite mass was 
palpable within the lateral rectal wall. On the fifth 
hospital day, the urine was dark and contained a con- 
siderable amount of sediment. On the seventh hospital 
day, the peri-anal abscesses were drained by two wide 
para-anal incisions. The course of the patient was un- 
eventful until the twentieth hospital day, when he com- 
menced complaining of severe right lower-quadrant pain. 
Soon after this, there was a peripheral vasomotor col- 
lapse, and the patient expired. 

The autopsy revealed 200 c.c. of dark brown, foul- 
smelling, free fluid within the peritoneal cavity. The 
visceral surfaces of all the organs were covered with 
a fine, granular, fecal-like sediment. The small and large 
bowels were moderately distended. In the pelvis there 
was a mass measuring 12 by 15 cm. in size, involving 
the rectum and urinary bladder. As the rectum was 
opened along its posterior longitudinal axis, it was seen 
that there were two perforations through the anterior 
rectal wall. The more distal perforation measured 2 cm. 
in diameter and was located about 10 cm. from the anus. 
This perforation communicated with an abscess cavity 
which was present in the pelvis and involved the rectum, 
urinary bladder and the pouch of Douglas. Three centi- 
meters proximal to this perforation, there was another, 
measuring 1.5 cm. in diameter and communicating with 
the same abscess cavity in the pelvis. Hanging through 
this more proximal perforation and lying within the ab- 
scess Cavity outside of the rectal wall was a pedunculated 
polyp. This polyp arose from the anterior rectal wall 
1 cm. proximal to the perforation. It measured 2.5 cm. 
by 3 cm. in size and was attached to the rectal wall by 
a pedicle measuring from 7 to 10 mm. in diameter and 
3 cm. in length. The polyp was soft and the mucosa was 
purplish-red and ulcerated. As the polyp projected into 
the abscess cavity, it rested against the posterior wall 
of the right side of the urinary bladder. The wall of 
the urinary bladder adjacent to the polyp was discolored 
reddish-blue; it was indurated, and there was a perfora- 
tion through the wall communicating with the abscess 
cavity. Microscopic examination of the rectal wall in 
the region of the perforation showed that there was a 
complete necrosis of the wall. The rectal polyp was 
composed of somewhat atypical glands. The glands were 
dilated and formed large cystic spaces filled with mucin. 
Within the stroma there was a marked inflammatory cell 
infiltration, hyperemia, and edema. Numerous sections 
revealed no malignancy. Sections of the urinary bladder 
showed extensive inflammatory cell infiltration, hemor- 
thage, and necrosis of the bladder wall. 


Comment 


While traumatic, inflammatory, and malignant 
lesions are responsible for a large proportion of 
the perforations of the large bowel, benign lesions, 
if allowed to progress, may terminate with this seri- 
ous complication. The possibility that benign 
tumors may become malignant has increased the 
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incidence of their diagnosis. This possibility, to- 
gether with the complications of obstruction, or 
perforation, makes it imperative that every effort 
be made to diagnose their presence. Case 2 por- 
trays an example of a benign lesion which, al- 
though not degenerating into a malignancy, ter- 
minated fatally. One may assume that this lesion 
was present for some time and should have been 


visualized easily by means of a sigmoidoscopic 
examination. 


Summary 


Two case reports of benign tumors of the large 
intestine causing perforation of the large bowel 
have been presented. 
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ACUTE MYOCARDIAL INFARCTION 
(Continued from Page 349) 


We have briefly reviewed the literature to point 
out the low incidence of this pathological con- 
dition occurring at that age, but also to emphasize 
that a possible myocardial infarction should al- 
ways be considered in any patient, regardless of 


age, whenever the clinical findings warrant such 
a conclusion. 


We wish to acknowledge our gratitude to Dr. E. D. 
Spaulding and the entire Department of Cardiology of 
Harper Hospital for aid in obtaining and interpreting 
the electrocardiograms. 
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Aureomycin in Dendritic 
Keratitis 
Case Report 


By H. B. Appelman, M.D., and 
Arthur S. Hale, M.D. 


Detroit, Michigan 


UREOMYCIN, a newcomer amonz the anti- 

biotics, is rapidly becoming established as 
a valuable therapeutic agent.’ Derived from a 
strain of streptomyces aureofaciens, it is available 
as the yellow crystalline hydrochloride salt, soluble 
in distilled water, but somewhat less soluble in 
isotonic sodium chloride solutions. These solu- 
tions are acid (pH 4-4.5). The activity of aureo- 
mycin deteriorates rapidly in alkaline solution at 
room temperature.? Its toxicity is low and it 
can be used orally, parenterally or topically against 
a wide variety of Gram-positive and Gram-nega- 
tive organisms that are resistant to penicillin or 
streptomycin. 


Experimentally, infections with rickettsias and 
the viruses of the psittacosis-lymphogranuloma 
venereum group appear to yield promptly.* Fa- 
vorable response has also been noted in the oral 
or parenteral treatment of Rocky Mountain spot- 
ted fever,”** infections of the urinary tract due to 
Escherichia coli,? brucellosis,”** typhoid fever,?* 
gonococcic urethritis, pneumonococcic pneumonia, 
meningococcemia, nonspecific urethritis,‘ and lym- 
phogranuloma venereum.’ 


Braley and Sanders’ administered aureomycin 
locally as a 0.5 per cent solution of a borated salt, 
having a pH of 7.5 to 7.8 when dissolved in 
isotonic sodium chloride solution.* 
mildly irritating to the noninflamed conjunctiva. 
entirely nonirritating to the inflamed conjunctiva. 


It was only 


They found that aureomycin borate is effective 
in 0.5 per cent concentration against staphylococci, 
pneumonococci, influenza bacilli and inclusion 
conjunctivitis; that it appears to be effective in 
cases of Mooren’s ulcer and atypical Mooren’s ulcer 
of unknown cause; that it has some effect in epi- 
demic keratoconjunctivitis provided treatment is 
started before the fourth day; and that it may be 


From the Medical and Ophthalmological Departments of Harper 
Hospital. 

*The borated salt is stable in the powder form but unstable in 
solution, although it retains most of its activity when kept at 4° C. 
In solution, particularly at room temperature, the activity of the 
drug disappears in approximately twenty-four hours. 
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of value in dendritic keratitis which is believed to 
be a virus infection causing dendritic superficial] 
ulceration of the cornea. 


This latter suggestion 
prompted us to use aureomycin in a patient with 
persistent bilateral dendritic keratitis in whom 
at times as much as two-thirds of the cornea was 
superficially ulcerated. 


Case Report 


A thirty-two-year-old white woman first complained 
of blurring of vision in October, 1944, followed in No- 
vember by lacrimation, photophobia, blepharospasm and 
ciliary spasm. 
ensued. 


A definite scratchy sensation and pain 
During the preceding four months there were 
headaches, generalized neuritic pains, paresthesias of the 
fingers and arms, intercostal neuralgia and diarrhea. 
Physical examination showed no abnormality except 
dendritic keratitis of the eyes with ulceration. 

Treatment for this persistent condition during the 
next four years ranged through the gamut of old and 
new. Dionine was frequently resorted to for the pain. 
The ulcers had been treated with iodine, the murcurials 
silver nitrate, sulfa-ointments, penicillin locally and intra- 
muscularly, tyrothrycin drops, and baciguent ophthalmic. 
Relief was partial only after cauterization followed by 
dionine, but there always remained some discomfort and 
there was frequent recurrence of ulcers. 

On December 6, 1948, during an acute flare-up of 
the keratitis, aureomycin ophthalmic solution was started, 
using two drops in each eye every two hours, except 
during sleep. Within two days the symptoms were well 
controlled. The dosage was then increased to four 
drops every two hours and has been so continued to the 
present. There have been no further symptoms, and no 
ulcers have occurred since treatment was started. The 
eyes exhibit no inflammatory changes, although super- 
ficial roughness of the corneal epithelium is demonstrated 
by staining with fluorescein. 

To all appearances, aureomycin has effected a result 
not obtained by any other known treatment during a 
period of four years. 


Summary 


Dendritic ulcerations of the cornea in a thirty- 
two-year-old white woman, that had resisted all 
forms of treatment during a period of four years, 
were apparently arrested through the use of aure- 
omycin topically applied in a 0.5 per cent solution. 


10 Witherell St. 
Detroit, Mich. 
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UNUSUAL GASTROINTESTINAL DISEASES—CAUMARTIN 


Unusual Gastrointestinal 


Diseases 


Roentgenological and Clinical Studies in 
Eight Cases 


By Hugh Caumartin, M.D. 
Detroit, Michigan 


N DIAGNOSTIC roentgenology of the alimen- 

tary canal, the criteria of inflammation, ulcera- 
tion, neoplasm, and disturbed function are readily 
recognized when clear cut. 

It is essential that the radiologist approach each 
case without prejudice, regardless of the clinical 


¢, te 


7-30-47 
A 


Fig. 1. Prolapse of redundant gastric mucosa. 


Case Reports 


Case 1,—-(Courtesy of Drs. D. R. Coyne and L. R. 
Hubbard). E. S., a white woman, aged fifty-one, gave 
a seven-month history of dull, aching pain in the right 
upper abdominal quadrant, associated with severe flat- 
ulence and belching. There was some relief of pain on 
eating bland food. She had had no jaundice, fever, 
acholic stools, dark urine, and no food dyscrasias. The 
physical examination, except for slight right upper quad- 
rant tenderness, revealed no pertinent findings. A com- 
plete blood count, urinalysis, and cholecystographic 
studies were within the range of normal. The clinical 
impression tended toward the assumption of a psycho- 
genic gastrointestinal dysfunction. However, gastro- 
intestinal studies on July 30, 1947, showed deficiencies 
in the base of the duodenal bulb which were character- 
istic of protrusions of redundant, prolapsed, gastric mu- 
cosa (Fig. 1, A). 

Subsequent to this diagnosis the patient was discharged 





3-22-48 
B 


(A) Preoperatively, revealing the characteristic 


deficiencies in the base of the duodenal bulb. (B) Postoperatively, showing irregularity in the antral 
mucosal pattern, but reduction in the amount of prolapse of gastric mucosa. 


impression, in order to observe objectively any 
abnormal features and evaluate them on their own 
demonstrable merits. 

We present a group of observations illustrating 
diagnostic difficulties and unusual conditions re- 
quiring an objective approach for a reliable analy- 
sis, and for guidance of the referring clinician. 
Radiologic examinations described were performed 
by, or under the direction of Dr. H. A. Jarre, ex- 
cept where noted otherwise. 


_— 


From the Department of Radiology, the Grace Hospital, Detroit, 
Michigan. The author of this paper is a resident in radiology. 
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from the hospital and placed on a medical regime. Her 
symptoms continued. On August 13, 1947, she was 
readmitted to the hospital for surgical care. At the 
laparotomy, the pyloric mucosa was examined and found 
to be redundant. Three spiral strips of this redundant 
mucosa were removed from the ventrally accessible gas- 
tric antrum, somewhat in the form of a modified pyloro- 
plasty. The patient was discharged from the hospital 
on September 2, 1947, after an uneventful postoperative 
course. She has since been symptom-free. 

On radiologic re-examination approximately six 
months later (March 10, 1948), considerable irregularity 
of the antral mucosal structure was observed and a small 
residual prolapse of gastric folds from the posterior cir- 
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Fig. 2. 


stomach and duodenum are seen in the right hemithorax. 


cumference was ascertained, though the patient com- 
plained of no recurrent distress (Fig. 1,B). 


Discussion.—Prolapse of redundant gastric mu- 
cosa into the duodenum has been the subject of 
quite extensive studies by Dr. Wendell Scott.* In 
a series of 1,346 successive roentgen examinations 
of the upper gastrointestinal tract he found four- 
teen such cases. Thus, this condition occurred as 
frequently as gastric ulcer. It is demonstrable only 
on radiologic examination. On surgical explora- 
tion the mucosa is found unusually loosely attached 
to the underlying tissue so that prolapse through 
the pyloric valve occurs easily—in a manner similar 
to prolapse of rectal hemorrhoids. 

There are no signs and symptoms characteristic 
enough to permit a diagnosis on a purely clinical 
basis,® so recognition of the condition must be 
based on a radiologic examination and is usually 
entirely unexpected. A diagnosis, however, should 
lead to decisive intervention, though the mode of 
treatment might be open to surgical debate.® 


Case 2.—(Courtesy of Dr. Earl G. Krieg). A. F., a 
white woman, aged fifty-nine, had had an ileo-transverse- 
colostomy on March 3, 1942, because of acute intestinal 
obstruction. This was due to an intussusception at the 
hepatic flexure of the colon caused by an intraluminal 
tumor. Two months later the ascending colon was 
resected and the tumor was histologically diagnosed as 
a lipoma. After this the patient was well until November 
14, 1942, when she had a sudden onset of cramping upper 
abdominal pain, associated with nausea and vomiting. 
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Diaphragmatic hernia through foramen of Morgagni. (A) As seen in chest roentgenogram. 
(C) Lateral view. 


C 


(B) After ingestion of barium; the 


A gastrointestinal study shortly after the onset of 
complaints demonstrated the stomach and duodenum to 
be located in the right hemi-thorax (F. C. Jewel, M.D., 
Cottage Hospital, Grosse Pointe, Michigan). This was 
an entirely unsuspected condition, unrelated to the pa- 
tient’s previous disease. The existence of a diaphrag- 
matic hernia, through a defect located anteriorly. and 
near the mid-line (i.e., through the foramen of Morgag- 
ni) was obvious (Fig. 2). 


Discussion.—Diaphragmatic hernias are rarely 
diagnosed without roentgen examination.’ The 
clinical manifestations of this condition are of in- 
finite variety. The signs and symptoms depend on 
the viscera involved and the resulting disturbance 
in function. Thus, if the stomach is chiefly in- 
volved, there is usually epigastric distress, dyspha- 
gia, belching, nausea and vomiting; sometimes 
there is marked nausea with inability to vomit. If 
colon or small bowel is involved, symptoms such as 
distention, colicky pain, constipation, nausea and 
vomiting may occur, i.e., a picture of partial ob- 
struction. If herniation is great enough to cause 
pressure on the heart and lungs, the patient may 
complain of palpitation, dyspnea, thoracic pain; 
sometimes of attacks of cyanosis, anginal type of 
pain, hemoptysis, et cetera. Physical examination 
may reveal nothing or may reveal marked and per- 
plexing signs.° 

Drs. Harrington and Kirklin,’ in their review of 
131 cases of diaphragmatic hernia, call the condi 
tion a “masquerader” because the symptoms s0 
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Internal abdominal hernia through mesocolon transversum. (A) Chest x-ray, demonstrating an eventration of left hemidiaphragm 
an incidental observation). (B) After a barium enema, dilated loops of small bowel are seen to the right of the colon. (C) Intestinal 
studies, one week later, demonstrate normal location of small bowel loops after spontaneous reduction of the herniated small bowel. 


arium; the Fig. 3. 


Ma of frequently simulate other disease processes. In time this patient gave a four-year history of intermit- 
rg their series they found that, on an average, three tent attacks of acute left upper abdominal pain. Each 
el, M_D., 


attack began with bloating in the left upper quadrant, 
followed by severe cramps, then vomiting, and finally 
diarrhea. These episodes would last for from two to 


diaphrag- | lished, and twenty-one patients underwent various eight hours, cease spontaneously, and the patient would 
iorly. and 


This was |erroneous clinical diagnoses were made on each 
> the pa-|case before the existence of the hernia was estab- 


surgical operations (appendectomy, cholecystec- feel perfectly well during the intervals. However, the 


Morgag- , . i 
tomy, et cetera) without relief of symptoms. On attacks had been gradually becoming more frequent, 
—— . ‘ more severe, and, during the last one, there had been an 
the other hand, roentgen examination will readily 
; ? : ’ . emesis of about one ounce of blood. 
e rarely reveal this anatomic malformation and the dis- Radiologic examination at another hospital had re- 


3 The turbed function. The examination should at- vealed the left hemidiaphragm to be 3 inches higher 


of of jn-|mpt to determine not only the existence of the than the right, and stationary. It was assumed that the 
| hernia and the viscera involved but, as far as pos- symptoms were related to this eventration (Fig. 3,A). 
pend on} ; : : . : In our review of these roentgen records it was noted that, 
turbance ‘ible, the size and situation of the diaphragmatic in addition to the diaphragmatic eventration, there were 
iefly in- defect. dilated loops of small bowel located to the right of, 


dyspha- Treatment is surgical: reduction of the her- as well as above, the hepatic flexure of the colon. This 
ymetimes§ tiated viscera and repair of the diaphragmatic de- _ latter structure was displaced to the left and caudally, 
so that the smal} bowel loops were interposed between 
the colon and liver. At our request gastrointestinal 
studies were repeated about one week later (after all 
isea and§ We realize that many of these patients can be cured. symptoms had subsided) and revealed normal relations 
rtial ob-/n one series of 113 operations, 110 patients were of all abdominal viscera. The roentgenologic interpreta- 
© com relieved of symptoms, while in only three cases ton of these findings was that there existed an intermit- 
tent internal hernia of small bowel, probably through 
the mesocolon transversum (Fig. 3, B and C). 

cic pain;| In the case of the patient discussed, original sur- Subsequent surgical exploration, in November, 1946, 
| type offical interference was required for acute intestinal revealed a 4-centimeter slit-like defect in the mesocolon 


mination} obstruction. Whether or not diaphragmatic hernia transversum through which herniated, at that time, 


and perlexisted at that ti wn ix ont te about 18 inches of jejunum. This herniated viscera ap- 
P a a . parently extended to the right side of the abdomen. 


The left hemidiaphragm was found to be fibrous and 
review off Case 3.—(Courtesy of Dr. Earl G. Krieg). M. A.,a stationary, but apparently was not causing discomfort, 
forty-five-year-old woman, came to our attention in because repair of the mesenteric rent has prevented any 
November, 1946, when we were requested to review further attacks of the type experienced over the preced- 
toentgenograms obtained at another institution. At that ing years. 


omit. Ifffect. The value of accurate diagnosis and subse- 
s such asf vent surgical repair is well appreciated, when 


ient may§did hernia and symptoms recur.* 


1e condi 
atoms $0 
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Discussion.—This case illustrates the importance 
of an objective, unprejudiced evaluation of radio- 
logic features of unusual character. The impor- 
tance originally attributed to the diaphragmatic 





Fig. 4. Attempted cholecystographic study in a patient with gas- 
tric volvulus, demonstrating the retention of opaque material in an 
abnormally located stomach. 


eventration had to be minimized, while the pre- 
viously unobserved features of internal herniation 
had to be emphasized. As no material therapeu- 
tic alteration in the diaphragmatic abnormality 
could be anticipated, surgical exploration without 
previous recognition of the internal hernia prob- 
ably would have resulted in no benefit to the pa- 
tient, especially if, at the time of surgery, no loop 
of gut had been herniated. However, the radio- 
logical recognition of this very obviously intermit- 
tent and unusual intestinal derangement led to suc- 
cessful therapy. 


Case 4.—(Courtesy of Drs. C. S. Kennedy and P. 
Burnstine). H. T., a white man, aged fifty-one, gave a 
ten-year history of repeated episodes of epigastric distress 
which resembled that due to a peptic ulcer. A so-called 
“upside-down” stomach had been radiologically observed 
elsewhere in 1938. Nothing was done at that time. 

On January 30, 1947, cholecystographic studies were 
attempted. It was found that the contrast material stag- 
nated, unmetabolized, in a rather large pocket overly- 
ing the right hepatic lobe (Fig. 4). It was concluded 
from these observations that the patient must carry some 
type of pyloric stenosis and abnormality of the stomach 
permitting this organ to assume an entirely abnormal 
position. A gastric volvulus was suspected. Examina- 
tion of the stomach was undertaken following gastric 
lavages and aspirations carried out over a period of three 
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days, during which time essential fluid balance Was 
maintained by parenteral administration. The suspicion 
of gastric volvulus of organo-axial type® was confirmed 
It was associated with an intcrmittent pyloric obstruction, 
Deformities of the duodenal bulb were also observed and 
thought to be the result of pronounced torsion on th: 
gastric suspension in this region. The splenic flexure of 
the colon, as is common in these cases, was quite dj. 
tended with gas and appeared to lie anterior to th 
stomach. It was obvious, then why normal cholecysto. 
graphic response could not be anticipated (Fig. 5), 


A laparotomy was undertaken on March 18, 1947 
The stomach was found to be quite distended and the 
transverse colon lay directly in front of it. The stomach 
was rotated up to about 180 degrees, and its walls were 
markedly thickened. This was due, apparently, to hy. 
pertrophy in the muscular layers of the stomach, as a 
result of the protracted pyloric stenosis. The pylory 
and duodenal bulb were apparently thickened, deformed. 
and matted down. These findings precluded curative sur. 
gery, without undue risk, at the pyloric and duodenal 
segment. A posterior retrocolic gastroenterostomy, in 
an iso-peristaltic manner, appeared to be the optimal 
therapeutic step, and was established. 


The patient underwent an uneventful postoperative 
course and was discharged on March 27, 1947. When 
seen last, about twelve months later, he had no com- 
plaints. 


Discussion.—Gastric volvulus may be more or 
less severe, depending on the degree of rotation 
of the stomach. The degree of obstruction pro- 
duced likewise varies: the more marked the rota- 
tion, the more severe the obstruction.” The fea- 
tures of pyloric obstruction may be persistent or 
intermittent, depending on the degree of gastric 
and, especially, antral fixation. The clinical picture 
is confusing; the only fairly constant symptoms 
are upper abdominal pain and distension with nau- 
sea and vomiting. Only rarely is a mass palpated, 
and laboratory studies are noncontributory.? Nei- 
ther the clinician nor radiologist can anticipate the 
condition, and the diagnosis is therefore always an 
unexpected radiologic conclusion, based exclusive- 
ly on objective, unprejudiced observation of the 
gastric abnormality. Elongation and distension of 
the colonic flexure is commonly encountered in 
these patients. Its primary or secondary relation- 
ship to the entire complex has not been determined. 
In the case of the patient presented, failure of 
opacification of the gall bladder had to be attribut- 
ed to stagnation of the contrast material in the 
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stomach, rather than to primary gall-bladder dis 
ease. Subsequerit studies led to a correct evalua: 
tion of the situation and a successful surgical ap- 
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Case 5.—(Courtesy of Drs. G. S. Fisher and J. G. 
Israel). A. I., a white man, aged forty-three, stated that 
early in January, 1948, he was seized with a sharp, 
deep, pain, localized in the right upper abdomen, which 








Cc 


Fig. 5. Gastric volvulus. 


stomach; the pylorus and duodenal bulb are seen protruding toward the left. 
grams of the stomach and duodenum, demonstrating a deformed duodenal bulb. (C) 
showing the dilated colonic loops located anterior to the stomach. 


redundant and displaced splenic flexure. 


lasted about one day. Subsequently, he complained of 
a feeling of “pressure” in his chest. Electrocardiographic 
studies (Dr. L. T. Colvin) revealed no evidence of car- 
diac disease. He was kept under medical observation 
(Dr. G. S. Fisher). About two weeks later he developed 
nausea on ingestion of food, but had no vomiting, diar- 
rhea, or constipation. There had never been any fever 
or chills. 

He was admitted to the hospital for study on Febru- 


Marcu, 1949 


ary 19, 1948. No pathological condition in chest or 
abdomen could be ascertained. Stool examinations show- 
ed much mucus, but no blood, pus, or pathogenic organ- 
isms. Suspicions of gall-bladder disease were entertained. 


a) 


(A) Roentgenogram of the abdomen, demonstrating the rotation of the 


(B) Serial roentgeno- 
Lateral view, 
(D) Colon study, showing the 


Cholecystographic studies done later (March 3, 1948) 
confirmed this impression, demonstrating a single calcu- 
lus, approximately 1 centimeter in diameter, located in 
a well-visualized but poorly contracting gall bladder. 
However, gastrointestinal studies on February 19, 1948, 
had revealed, at the two-hour observation, a severe struc- 
tural disturbance in the terminal ileal segments: the 
lumen was narrowed and the mucosal pattern was dis- 
torted. The appearance was regarded as indicative of 
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mucosal inflammatory disease. On the following day, 
colon studies again demonstrated these abnormal features 
on reflux filling of the terminal ileum (Fig. 6, A and B). 

Repeat stool examinations on March 4, 1948, re- 


might have elicited the initial colic-like attack of 
very short duration, and might also contribute to 


a retarded recovery from operation. 





A. 


Fig. 6. Terminal ileitis. (A) 
after ingestion of a barium meal. 


Narrow deformed segment of terminal ileum as seen two hours 
(B) Colonic post-evacuant roentgenogram, also demonstrating the 


involved terminal ileum on reflux filling of this segment. 


vealed not only much mucus, but also blood and pus. 
No acid-fast bacilli were detected. On proctoscopic ex- 
amination no mucosal pathologic condition, except for 
minor hemorrhoids, could be discovered in accessible 
rectosigmoidal parts. 

On March 9, 1948, a laparotomy was performed (Dr. 
J. G. Israel), and about 12 inches of terminal ileum 
were resected, this portion being very obviously in- 
flamed and thickened. An 
done. 

On pathological examination, the mucosa of the re- 
sected ileum exhibited widespread ulceration, some of 
the ulcers penetrating through the muscularis mucosa. 
Inflammatory cell infiltration was noted to involve the 
entire wall of the gut. There was no evidence of tuber- 
culosis, and no parasites were found (Dr. C. I. Owen). 

At the time of this writing, the patient has not yet 
fully recovered from the surgical intervention and, al- 
though he has been discharged home, he continues to 
have some abdominal distress. 


ileocecal anastomosis was 


Discussion.—Regional enteritis most frequently 
involves the terminal ileum. It is usually associated 
with intermittent diarrhea, abdominal cramps, 
right lower quadrant pain, fever, anemia, and an 
abnormal resistance over the involved area.’ This 
patient presented none of these signs and symp- 
toms, and yet objective evaluation of the radiologic 
observations established a reliable diagnosis. A 
cholelithiasis also was demonstrated during the 
course of radiologic examinations and was consid- 
ered a secondary disease at that time, though it 
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Five or six hour observations during gastroin- 
testinal studies are relics of a period during which 
radiologic diagnoses were based so frequently on 
so-called “symptom complexes” and during which, 
also, the main emphasis was on gastric retention. 
With our present knowledge of gastrointestinal 
structure and function, normal as well as patho- 
logic, it is essential to demonstrate objectively the 
structural and functional ability of the entire ali- 
mentary canal. Thus even casual observations of 
the small bowel at one, two, or three hour inter- 
vals after ingestion of the contrast meal are of 
much greater value than a five or six hour study 
which often shows only an incomplete and unre- 
liable filling of the lowermost ileal segments and, 
perhaps, parts of the colon. It was this former type 
of small bowel study which led to the correct diag- 
nosis in the case presented. 


Case 6.—(Courtesy of Dr. R. R. Sterling). G. H, 
white man, aged forty, was admitted to the Northwestern 
Branch of the Grace Hospital on November 8, 1946. 
For the previous six years this patient had been under 
medical care for duodenal ulcer, with typical postpran- 
dial pain. X-ray examination at this hospital in Sep- 
tember, 1944, had demonstrated a gastro-duodenitis and 
duodenal bulb changes “suggestive” of ulcer; cholecysto- 
graphic studies at that time had revealed a non-function- 
ing gall bladder with no discernible stones. On January 
16, 1945, a cholecystectomy was done; the pathological 
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Fig. 7. 
the duodenum and furst jejunal segment. 
barium suspension. (B) One hour later. 


report was chronic cholecystitis with intramural abscess 
formation (Dr. D. H. Kaump). Inspection and palpa- 
tion of the stomach and duodenum at the time of opera- 
tion revealed no discernible pathologic condition (Dr. 
R. P. Reynolds). 

Subsequent to operation, upper abdominal distress and 
ulcerlike symptoms continued. 

On November 3, 1946, approximately twenty-two 
months after operation, the patient had a sudden onset 
of more severe epigastric pain which soon spread over 
the entire abdomen. He passed a black, tarry stool and 
then developed constipation. Nausea and vomiting were 
associated with this acute attack, but no hematemesis. 
Five days later, on November 8, 1946, the patient was 
admitted to the hospital, acutely ill. Physical examina- 
tion at this time revealed tenderness and muscle spasm 
in the epigastric region, as well as a hard, nontender 
nodule palpable in this area. The blood count showed 
3,950,000 red cells with 78 per cent hemoglobin, 34,050 
white cells, 86 per cent neutrophiles, 14 per cent lymph- 
ocytes. The admission diagnosis was penetrating duo- 
denal ulcer. 

During the following week the epigastric nodule in- 
creased in size (this was thought to be a walled-off 
abscess from a penetrating ulcer) and, furthermore, a 
second nontender nodule was palpated, this time in the 
left lower quadrant. 

On parenteral fluids and Wangensteen suction the pa- 
tient underwent a temporary symptomatic improvement 
and, on November 19, 1946 (eleven days following ad- 
Mission), upper gastrointestinal studies were done. 

This radiologic examination revealed a normal stomach 
and duodenal bulb, but the second and third portions of 
the duodenum and the proximal jejunal loop presented 
intrinsic deformities. These were apparently produced 
predominently by extraintestinal masses invading the wall 
of these segments, and also causing an expansion of the 
duodenal-jejunal curve (Dr. F. K. Wieterson). These 
findings were interpreted as being due to neoplastic dis- 
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Neoplasm of undetermined primary source (pancreas?) producing extramucosal but intramural and perimural. involvement of 
Note also the increased circumference of the duodeno-jejunal curve. 


(A) After ingestion of 


ease of undetermined primary location, rather than to in- 
flammatory disease. Considered, in the differential diag- 
nosis, were metastases from a distant undiscovered source 
in or near the portal area, carcinoma of the pancreas 
with invasion of contiguous intestinal structures, and ret- 
roperitoneal sarcoma with invasion of intestinal parts 
(Fig. 7). 

By November 20, 1946, the patient had developed 
palpable cervical glands. A biopsy of one of these was 
diagnosed as a highly malignant metastatic tumor, prob- 
ably a reticulum cell sarcoma (Dr. C. I. Owen). On 
November 23, 1946, the white blood count was 62,000, 
with 90 per cent neutrophiles. On November 24, 1946, 
the patient expired. 


Autopsy revealed a tremendous mass of tumor tissue, 
located retroperitoneally, extending from the sacral 
promontory to the diaphragm. The pancreas was in- 
volved in the same mass, actual pancreatic anatomy, in 
fact, being markedly distorted. The stomach and duo- 
denal bulb appeared normal, but the second and third 
portions of the duodenum and the proximal jejunum 
were surrounded, compressed, and invaded by tumor 
The mucosa was not involved except for two 
ulcerated, hemorrhagic areas in the jejunum. Micro- 
scopic examination revealed the primary tumor to be 
located most probably in the body of the pancreas, with 
local involvement of duodenum, jejunum and retroperi- 
toneum, and metastases about the paravertebral circula- 
tory system and neck. 


tissue. 


Discussion.—In this instance, it was clinically 
very tempting to correlate recent events in the pa- 
tient’s illness with the past history, and to assume 
complications from a peptic ulcer. Especially was 
this so since a laparotomy less than two years pre- 
viously, had revealed no evidence of malignancy, 
and ulcer-like distress had persisted during this in- 
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terval. However, objective radiologic examination 
could not support the clinical impression of local- 
ized exudative peritonitis and aided materially in 


the correct diagnosis of a primarily extramucosal, 


‘ 





regime; this gave him some relief but he became s0 
constipated that considerable clonic stimulation became 
necessary. 

For one week prior to admission the patient had noted 
flecks of blood in his stool. There was no history of 


Fig. 8. Intraluminal neoplastic involvement of duodenum and upper jejunum. (A) After ingestion 
of a barium meal, demonstrating textural irregularities in duodenum and upper jejunum. (B) In- 
jection of barium suspension directly into the duodenum, again demonstrating the textural irregulari- 


ties, especially at the sar junction. (C) Examination six weeks later, showing aggreva- 
tion of involvement. (D) Pyeloureterogram, showing rotation of left kidney from extrarenal neo- 


plastic mass. 


intramural neoplastic disease involving the upper 
small bowel. 


Case 7.—(Courtesy of Dr. R. J. Elvidge). H. Q., a 
white man, aged forty-seven, was admitted to Grace 
Hospital on January 1, 1945, with a history of low back 
pain for one year and epigastric distress for four months. 
He had sought medical advice about three months prior 
to admission, and it was felt, at that time, that he had 
a peptic ulcer. Accordingly, he was placed on a sippy 
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hematuria, jaundice, nausea or vomiting. He had lost 
about 20 pounds since the onset of his illness. 

Physical examination revealed slight tenderness in the 
left lower abdominal quadrant as well as a suggestion of 
a mass about 3 centimeters to the left of the umbilicus. 
The blood count showed a moderate anemia with a red 
blood count of 3,780,000, 72 per cent hemoglobin, and 
a white blood count of 10,000 with 76 per cent neutro- 
philes and 24 per cent lymphocytes. 

On January 2, 1945, a gastrointestinal study showed 
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8-9-45 


11-7-45, 





A 


Fig. 9. Localized duodenal and jejunal enteritis due to infestation with Giardia lamblia. 


B 


(A) Serial roentgenograms, demonstratin 


disruption in the mucosal pattern in the duodenum and, particularly, upper jejunum. (B) Three months later, after treatment wit 


protozoacides, an entirely normal appearance is observed. 


textural irregularity in the duodeno-jejunal junction and 
a disrupted appearance in the ileum (Fig. 8, A). These 
observations were confirmed by special small bowel 
studies (injection of barium suspension through a tube 
into the duodenum) and were interpreted as being due 
to a regional enteritis (Fig. 8, B). Bilateral instrumental 
pyelo-ureterography on January 8, 1945, performed be- 
cause of the low back pain, showed moderate rotation of 
the left kidney with deviation of the upper ureteral seg- 
ment (Fig. 8, C). 

On January 11, 1945, the patient was discharged from 
the hospital. His epigastric distress became more severe, 
and he continued to lose weight. On February 19, 1945, 
he was readmitted to the hospital and the following day 
the small bowel was re-examined. This revealed aggra- 
vation of the condition previously noted in the region of 
the duodeno-jejunal junction, so that the proximal seg- 
ment of the lumen of the jejunum was relatively nar- 
row, rigid, and presented evidence of considerable ul- 
ceration and proliferative encroachment (Fig. 8, D). On 


reviewing this, as well as all previous material, it seemed 
Possible that the rotation of the left kidney and deviation 
of the upper ureteral segment could be the result of dis- 
Placement by the same pathological process involving 
the bowel. In view of the fairly rapid progression of the 
disease during only six weeks, it seemed that neoplasm 
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offered a better explanation of all changes mentioned 
than did the assumption of an inflammatory process. A 
lymphosarcoma with considerable retroperitoneal in- 
volvement could best explain the radiologic features. 

Deep roentgen therapy was then advised and seventeen 
such treatments were administered between February 22, 
1945, and March 21, 1945. Only slight subjective im- 
provement was noted. 

The patient was then discharged to his home, as 
remedial operation was considered inopportune. His 
pain and loss of weight continued. About two months 
later he requested admission to another hospital with a 
view toward surgical exploration. However, operation 
was not done because repeated gastrointestinal and pye- 
lographic studies were considered entirely normal. The 
patient was then placed under neuropsychiatric observa- 
tion and management. When our own objective radio- 
logic observations were brought to the attention of the 
psychiatrists, urologists, internists, and surgeons then in- 
terested in the patient, his case was reviewed and a 
palpable supraclavicular (Virchow) node was discovered 
and removed for biopsy. This revealed a metastatic neo- 
plastic involvement of highly undifferentiated character. 
Shortly, the patient was discharged from that hospital 
and expired, at home, on August 10, 1945. No autopsy 
was obtained. 
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Case 8.—(Courtesy of Dr. R. R. Sterling). E. G., a 
middle-aged man, was in the habit of spending most of 
the winter months in Florida. In the spring of 1944, 
when he returned to Detroit, he went to his physician 
because of abdominal distress and bloating, intermittent 
bouts of diarrhea, and a bad taste in his mouth. He 
had previously been suspected of carrying a chronic bru- 
cellosis, but protracted careful studies had disproved this 
assumption. 


A physical examination as well as laboratory studies 
revealed no pathological condition. His symptoms con- 
tinued. Early in 1945, a small intra-abdominal mass, 
measuring 14 by 1 inch, was palpated just above the 
umbilicus. His diarrhea had continued, so exhaustive 
stool studies, as well as examination of duodenal and je- 
junal aspiration contents, revealed the presence of 
Giardia lamblia in great abundance. Concomitant radio- 
logic gastrointestinal studies revealed considerable irri- 
tation in the entire duodenal circle and particularly in 
the most proximal jejunal loop with markedly disrupted 
delineation of the mucosal pattern. This was noticeable 
immediately following ingestion of the contrast media 
and also, most strikingly, at the one-hour observation 
(Fig. 9, A). These findings were interpreted as being 
due to a localized enteritis involving the duodenum and, 
with particular severity, the first jejunal loop. The 
etiology was undetermined but, without any knowledge 
of the laboratory studies, the possibility of an infestation 
with Giardia was suggested, and a chronic pancreatitis 
was considered in the differential diagnosis. A perfect 
correlation of clinical and roentgenological studies thus 
was obtained. 


The patient was then placed on a well-regulated basic 
diet plus medication consisting of protozoacides. After 
a three-month period of intensive treatment subjective 
symptoms entirely subsided and the abdominal mass was 
no longer palpable. Repeated stool studies undertaken 
since have been negative for Giardia lamblia. Radiologic 
re-examination of the small bowel on November 7, 1945, 
revealed no evidence of pathologic conditions (Fig. 9, B). 
Repeated examinations, at various subsequent periods, 
showed restoration and maintenance of normal structure 
of the entire alimentary canal. 


Discussion.—Cases 7 and 8 emphasize the com- 
ment on Cases 5 and 6. The radiologist’s interest 
should be directed just as carefully to the small 
intestine in its entire length as it is regularly di- 
rected to the stomach, duodenum, and colon. The 
evaluation of disturbances demonstrated objective- 
ly, while usually based on the same features as en- 
countered in the stomach or colon, may be some- 
what more difficult, and repeated observations with 
good correlation to the clinical data may be neces- 
sary before a final opinion can be expressed. In 
two instances (Cases 6 and 7), the objective an- 
alysis of radiological features and the progressive 
aggravation of disease led to the correct diagnosis 
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of neoplasm, while in Case 8 the inflammatory and 
irritative changes were observed to subside with 
elimination of the pathogenic parasitic agent. In 
Case 7, considerable expense for hospitalization, 
re-examinations, and misdirected neuropsychiatric 
and neurologic approaches could have been avoid- 
ed if radiological attention had consistently been 
paid to the intestinal structures located between 
the duodenum and colon. 

Cases 6, 7, and 8, illustrate the radiological fea- 
tures of extraluminal neoplasm, intra-luminal neo- 
plasm, and reversible mucosal inflammation in- 
volving the upper parts of the small intestine. 


Summary 

Eight cases of unusual gastrointestinal diseases 
are presented: 

1. Prolapse of redundant gastric mucosa in a 
patient considered emotionally unstable. 

2. Diaphragmatic hernia through the foramen 
of Morgagni, observed following intusussception of 
a colonic lipoma. 

3. Internal abdominal hernia, diagnosed pre- 
operatively in a patient also presenting diaphrag- 
matic eventration. 

4. Chronic gastric volvulus of organo-axial type, 
with pyloric obstruction. 

5. Ulcerative terminal ileitis without correlating 
clinical manifestations, though associated with 
cholelithiasis. 

6. Extramucosal, intramural and perimural, up- 
per abdominal neoplasm with pronounced mani- 
festations in the duodenum and upper jejunum. 

7. Intramural mucosal neoplasm of the duode- 
num and upper jejunum. 

8. Localized duodenal and upper jejunal enter- 
itis produced by infestation with Giardia lamblia. 


The radiologic features of neoplastic and in- 
flammatory disease of the alimentary canal, par- 
ticularly the small intestine, are illustrated. The 
necessity, of objective roentgenological study of 
anatomic structure and function of the entire ali- 
mentary canal, as well as independent and unprej- 
udiced correlation to the clinical data, is stressed. 
To achieve the latter, it is shown that close co- 
operation and discussion between the radiologist 
and the clinician is essential. 


+ + & & 


The author wishes to thank the referring physicians for 
permission to present the above cases, and he also wishes 
to acknowledge gratefully the help of Dr. H. A. Jarre, 
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Une Hundred Years of Medical Service 


This number of THE JouRNAL commemorates the 
One Hundredth Anniversary of the Wayne County Med- 
ical Society—a century of medical progress which saw 
a rapid evolution take place in the science and art of 
medicine, progress directly based upon the interest of 
the medical profession in the improvement of human 
welfare. 


This period saw the institution of laws demanding 
certification and setting educational standards for those 
who would practice the healing arts. It saw the devel- 
opment of systematic instruction in medical subjects, 
and the elimination of the proprietary medical school 
(in Michigan only two of sixteen have survived), the 
institution of a State Board of Health, the development 
of the modern hospital and hospital techniques, and 
the marked improvement in medical knowledge and 
treatment. 


The Wayne County Medical Society can be proud of 
its many pioneers who had much to do with this 
progress. Dr. Herman Kiefer came to Detroit in 1849, 
and it was through his efforts that there was established 
the basis for control of contagious and communicable 
diseases and the realization that government had a 
very definite place in a preventive program. Dr. Theo- 
dore A. McGraw, a founder of the Wayne University 
Medical School, was a light to the surgical world. He 
was particularly energetic in stimulating the principles 
of modern surgical training and practices. Dr. J. Henry 
Carstens was responsible for the realization that woman 
was worthy of special medical interest. ‘There were 
and are others too numerous to mention who have 
played and are playing their part. 


For some time the Wayne County Medical Society 
has promoted its yearly lecture foundation commemorat- 
ing the pioneering medical research work of Dr. William 
Beaumont. The Society is also outstanding in its 
accomplishments in the socio-economic aspects of medi- 
cine. 


Yes, the Wayne County Medical Society is to be 
congratulated on its One Hundredth Anniversary, and 
we are grateful for its past activities. 


EA Leeceh, 


President, Michigan State Medical Society 
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Editorial 





WAYNE CENTENNIAL 
— COUNCIL of the Michigan State Medical 


Society takes pleasure in extending its felicita- 
tions to Wayne County Medical Society on the 
celebration of the one hundredth year of active 
and progressive medical organization. This is an 
event and occasion to be cherished. The Publi- 
cation Committee has offered the March issue of 
THE JOURNAL to commemorate the attainment. 
With the active assistance of Editor William 
Bromme, a nearly complete Wayne County number 
is prepared. There are many worth-while original 
articles, with an especially advanced group from 
some of the younger men in the profession. We 
believe there is much of decided worth here pre- 
sented, and congratulate the editorial staff from 
Wayne County. 


GREETINGS 


N AUGUST 10, 1819 “The Territorial Medi- 

cal Society” was founded. Through proper 
channels this became the Michigan State Medical 
Society. In 1849 a lusty offspring was born. 

The following medical practitioners in the 
County of Wayne, State of Michigan, signed the 
Constitution of the Wayne County Medical So- 
ciety April 14, 1849: R. S. Rice, Z. Pitcher, Chas. 
S. Tripler, H. P. Cobb, J. B. Scovel, C. N. Ege, 
Adrian R. Terry, P. Klien, A. L. Leland, L. H. 
Cobb, Richard Inglis. 

These eleven names mean little to most of us, 
but they started something. The growth of all 
vigorous children is fraught with travail and con- 
flict. Between 1849 and 1866 the Wayne County 
Medical Society fought and divided three times 
and then, in the process of maturity, united. 


Epiror’s Note: Because of the plan to popularize the 
term Blue Shield in Michigan; because of the urgency 
of disseminating to our members a co-ordinated and con- 
tinuing discussion of National Health Insurance, which 
is Socialized Medicine; and because we must continue an- 
interrupted our fight for good medicine and good services 
to our people, we have continued our discussion of these 
subjects in the regular editorial pages of THE JouRNAL, 
which for this issue have been transferred to the pages 
usually devoted to information on Socialized Medicine. 
Please see page 268. 
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Today, 100 years later, we number over 2800 
members, including honorary, honor and associate 
members. This I would call a nice beginning. 

The Council of the Michigan State Medical 
Society graciously gave us this number of the 
Journat. Dr. Bromme and his Editorial Board 
have made it a good edition. The editorial com- 
ment was produced without consultation or 
editorial direction and thus represents the vigor- 
ous, individual contributions of our writers. Many 
of the papers have been written by interns and 
residents of the Detroit area hospitals. 

It is unnecessary to remind any one that this 
year, our 100th year, is a crucial one for the 
profession. The Wayne County Medical Society 
stands solidly behind the Michigan State Medical 
Society and the American Medical Association in 
their fight to provide the best and most com- 
prehensive medical service for the people of the 
United States. 


Douctas Dona.p, M.D. 


WHAT OF THE SECOND HUNDRED? 
HE FOUNDER members of the Wayne 


County Medical Society were unaware of 
certain isolated studies which were destined to 
alter irrevocably the practice of medicine. Louis 
Pasteur was exercising a chemist’s interest in 
crystallography, noting the similarity between the 


growth of crystals and the healing of wounds. 


Theodor Schwann had established the organic na- 
ture of yeast, and Cagniard de Latour had found 
living cells in the ferment of beer which reproduced 
by budding and attacked the sugars in the pro- 
cess of their growth. Maternal mortality averaged 
12 per cent: Semmelweiss in Vienna reduced this 
rate to 3 per cent in one fortnight by introducing 
simple rules of cleanliness, and Oliver Wendell 
Holmes had printed an essay which pointed out 
that puerperal fever was conveyed through the 
medium of the attending physician, but the April 
1843 issue of the New England Quarterly Jour- 
nal of Medicine and Surgery had such a limited 
circulation (it ceased publication within the year) 
that our Wayne County forebears must not have 
been aware of it. 
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EDITORIAL 


These were the days when William Morton was 
administering ether as an anesthetic agent at the 
Massachusetts General Hospital and James Simp- 
son in Edinburgh was inhaling chloroform in the 
view that it was superior to ether. In 1849 he 
published a paper entitled “Anesthesia or the 
Employment of Chloroform and Ether in Surgery 
and Midwifery, etc.” The membership of the 
Wayne County Medical Society did not know 
about this paper, nor did they know that germs 
cause disease, for germs had not been discovered. 
They did not know about antisepsis. 


As a matter of fact, there were many things 
about which they knew nothing. They did not 
know about the atom and its power as a weapon 
of mass destruction. They did not know that one 
could span this entire continent (then being opened 
by the Overland trails) in a fraction of a day. 
They did not know that their descendants could 
sit, flagon in hand, and observe an operation on 
a television screen. They did not know that the 
human body could be so divided into minute areas 
that specialized fellows in medicine had to be 
created to attend the vagaries thereof. Nor did 
they know that a “selfless” central government in 
its paternalism—no more than simple paternalism 
—proposed to gather unto itself the healing art 
and dispense this essential of national life as it 
does postage stamps. 


Much more they did not know, too. But they 
were up early in the morning, to bed late at night 
against the flicker of a tallow candle, struggling 
against the mud of Detroit’s streets which packed 
the hoofs of their horses and fouled the spokes 
of their carriages, attending the beginning and the 
end of life, giving counsel as physicians, as friends 
and as citizens. This is the great heritage, and 


it will still be with us one hundred years from 
now, 


WILLIAM Brome, M.D. 


I SWEAR BY APOLLO 


C OMMEMORATION OF A century of med- 
* ical service by the physicians of the Wayne 

County Medical Society again spotlights the one- 

ness of purpose of our profession. Our own ideals 

differ in no way from those of our confreres of a 

hundred years ago, even though the knowledge 

and working tools of the craft and the environment 
e work in have changed. 
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A hundred years ago our social pattern was 
such that we were closer to our families for a 
longer period of time. The family was more in- 
timate, neighborhoods more stable. With urban 
restlessness neighborhoods are less stable and we 
have less opportunity to know each other. We 
appear to be less human—we engender less respect. 
We are less a part of the people. We perform a 
more specialized function for the community and 
are less known as total human beings and are called 
on less often to counsel in non-medical problems 
and we appear to be disinterested in civic things 
and participate less. We seem to have become 
poorer citizens. 


We share fewer periods of emotional stress with 
our patients. Specific therapeutic agents—greater 
diagnostic accuracy, more ready hospitalization 
have reduced those incidents. Hence, we appear 
more perfunctory, less sympathetic, less attentive 
to the sufferings of humanity. 


Organized charity has replaced individual 
charity. Paid workers have impersonalized the 
kindnesses our confreres were privileged to do for 
those in distress, with spiritual loss to the patient 
and to us. And we have come to be thought of as 
less kind—as more mercenary. 


Through specialization pain and suffering have 
been assuaged, illnesses have been elim‘nated, per- 
iods of illness shortened and the life span of our 
patient lengthened. But it is said that specializa- 
tion has taken away our independence, has tended 
to narrow our cultural vista, has blunted us as 
observers of humans and dulled our philosophy. 
We have made great strides in solving d‘sease— 
we have retrogressed in the humanities. 


New politico social concepts have used the pro- 
fession as the instrument of electioneering promises. 
Because we resist a system predestined to lower 
the quality of service to our patient, we are pic- 
tured as less altruistic—more selfish—more greedy. 


Evaluated calmly in the light of the changes that 
have occurred, the profession has stood fast and 
has lived by the ancient oath: “To follow that 
method of treatment which according to my ability 
and judgment I consider for the benefit of my pa- 
tients and abstain from whatever is deleterious and 
mischievous.” 


FRANK A. WEIsER, M.D. 
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EDITORIAL 


FREEDOM OF THE SPIRIT 
8 leer WAYNE COUNTY Medical Society is 


celebrating the first 100 years of existence. 
These have been years crowded with important 
events. The tremendous advances made by the 
Science of Medicine have been reflected in every 
County society in America. The brilliance of this 
program has brought out a spark of local talent. 


Fifty years ago Roentgen gave his glorified con- 
tribution to the world. Michigan was not too far 
behind in pioneering and applying his gift. What 
was done and by whom is of local historical in- 
terest. That things were done is significant. 


An outstanding event of 1849 was the Gold 
Rush to California. This led to the opening of the 
far west, a new frontier. It provided.a stimulus to 
expand and supplied the means for expansion. The 
winning of the west benefited a vast number of 
people. It provided a stupendous influx of immi- 
grants from all of Europe. The oppressed—polit- 
ical and religious—poured into this happy land 
and helped to develop it, shared its hardships and 
blessings and made it great. Their children and 
grandchildren, with no first knowledge of a 
dominant state are unfamiliar with the bureaucrat- 
ic approach, 


In the past, as today, the selection of treatment 
was in the hands of the physician. Redress of 
grievance was available by law under so-called 
malpractice suits. It could happen, it has hap- 
pened, that under Federal control the selection of 
treatment will be vested in a bureaucrat. An evil 
outgrowth of this would be the failure of the Pas- 
teurs, Roentgens and Bantings of tomorrow to ob- 
tain an impartial audience. On the premise that 
anything from Hitlerite Germany is obviously false 
and worthless, the report of a Domagk would be 
discarded instead of being seen by an eye trained in 
science and able to conceive that there might be 
something to it. Articles would be written for the 
approval of a higher-up, not in the desire to reach 
an informed, unbiased audience. The laws of 
biology have been twisted into conforming to 
dialectical materialism in Russia today. Only out- 
side of Russia can one say, “The hell they do!!” 

America, American Medicine and all it has 
brought to America have grown great because of 
its free spirit, and this spirit must not be lost lest 
all we stand for be lost. 


Ratpu A. Jounson, M.D. 
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ON THE RUN 


Emotionally disturbed patients react | 
ly to displays of anger or hostility. 


Vertigo in intracranial disease is usually 
a swimming, giddy or unsteady feeling pres- 
ent almost constantly and aggravated by mo- 
tion; in Méniére’s disease it is violent, pa- 


roxysmal and disabling. 


Intercostal block for relief of chest pain has 
with few exceptions replaced the use of 
opiates and tight adhesive strapping. 


Blood transfusions for hemophilia must be 
repeated at least every 72 hours since the 
coagulation time of the blood returns to its 
previous level in about this time. 


DDT contaminated foods fed to cattle are 
stored in their body fat and also excreted in 
the milk. 

In order of importance, the laboratory 
procedures most helpful in recognizing brain 
tumor are lumbar puncture (92.7 per cent), 
electroencephalography (90 per cent) and 
ventriculography (81.8 per cent). 

Primary bronchitis and secondary atelec- 
tasis precede the usual case of bronchiectasis. 


Hoarseness and fixed vocal cord may be 
due to syphilis, aortic aneurysm, mitral ste- 
nosis or thyroid malignancy. 

Cyanosis of the legs alone suggests hemo- 
chromatosis. 

Constipation is often one of the first sym- 
toms of obstruction carcinoma near the py- 
lorus. 

Lymphoma, dermoid cysts and teratomas 
are the most common anterior mediastinal 
tumors while neoplasms of neurogenic origin 
occupy chiefly the posterior mediastinal 
Space. e 


Selected by Wm. S. REvENo, M.D. 
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EDITORIAL 


RAN? AND RAVE 


We are hoping to have many of our “brave” 
alumni return for homecoming at this Centennial 
Celebration. Dr. Al Whittaker, President of the 
Detroit Historical Society, has managed to locate 
several of the original Indian medicine men of 
this territory, charter members of the National 
Honorary Society, Herb Nu Herb, and they have 
all agreed to come back with their squaws, pa- 
pooses and wampum. The Hotel Statler is co- 
operating with the Centennial Committee by mak- 
ing “reservations” for the Indians. A special post- 
graduate course has been arranged for the papooses 
in the form of a “‘wet” clinic. 

Big Chief “Rain-in-the-Puss” will give the main 
scientific paper at the evening pow-wow around 
the bonfire. His paper is entitled “The Use and 
Abuse of Use and Abuse.” He will report his 
experiences with fourteen cases of—fire water.— 


UGH! 


R&R 


Dr. William Brady, alleged medical columnist 
whose chief enjoyment in his senile sphere, of 
vegetative existence is to ridicule the attitudes of 
the modern physician, stated in a recent article: 
“Instead of taking the chance of typographical 
errors in specifying the dose of nitro glycerine, I 
refer readers to page 24 of the booklet C.V.D. 
where I instruct those subject to angina pectoris 
how to use nitro glycerine.” 


At the end of the article in bold type there is 
this paradoxical statement: “Signed letters of not 
more than one page or 100 words will be answered 
by Dr. Brady. HE WILL NOT DIAGNOSE DIS- 
EASE OR SUGGEST TREATMENT.” 


Dr. Brady calls himself an old “horse and buggy 
doc.” We know he’s old and also a little “buggy” 
—and we also know what part the horse plays in 
his daily health column. 


R&R 


The City Council of San Francisco was having 
a regular meeting at the City Hall when several 
small earthquake shocks were felt, and the Council 
chamber emptied rather suddenly for security rea- 
sons. Later the Clerk of the Court, one Edward 
Spalding, who was a stickler for Robert’s Rules of 
Order, formally closed the meeting by adding this 
tinal line to his minutes, “On motion of the City 
Hall, the meeting was adjourned.” 
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Jack DeTar, that eloquent atomic fireball of 
the rostrum of the State Society (Speaker of the 
House, to you), made a complete critical survey 
of Ewing’s health report, and we understand that 
someone sent Oscar Ewing a copy of it. Dr. De- 
Tar must have spent many hours in this monu- 
mental effort, and we suggest that the doctors in 
the State of Michigan present him with an 
“Oscar’”—without the Ewing. 


R&R 


We presume that the Communists in Rhode 
Island could properly be called Rhode Island Reds 
—but that would be a fowl joke—almost as bad 
as the one about the fellow that went into the 
chicken business and made a few poultry dollars. 


P.S. Please don’t write and tell us that the two misspelled words 
are ‘‘foul and_ paltry.” 


R&R 


Horace Greeley said, “Go west, young man”— 
so it is more than an interesting coincidence that 
while everybody else was heading west in 1849 to 
look for gold, a small group of doctors stayed home 
and founded the Wayne County Medical Society. 
“Thar’s gold in them thar pills.” 


R&R 


It won’t be long before we can call long dis- 
tance from our own phones just by dialing the 
numbers—without the operator’s interference— 
and we do mean interference. F’rinstance, if you 
want to call someone in a town in Russia, say, 
f’rinstance, a place called Dniepropetronsky, all 
you would have to do is to dial JS—(which stands 
for Joe Stalinovitch or something that rhymes 
with that)—then wait for the loud gong to sound 
which indicates that the iron curtain has risen— 
then you go ahead and dial USSR-DNIEPROPE- 
TRONSKY. Then put your dialing finger in-a 
bowl of hot water and let it soak for awhile. 

Be sure to have the operator tell you when your 
three minutes are up. 


R&R 


A high recommendation: 


“Before using your salve, I had a wart on my neck 
that weighed seven pounds. After using two barrels of 
your quick cure, four-way, atomic balm salve, my neck 
has entirely disappeared—and the wart remains. I do 
not have any more pain in my neck. What shall I do 
with the wart?” 

Yours truly. 
R&R 


(Continued on Page 371) 
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Program of The American Medical Association 


The Advancement of Medicine and Public Health 


A Federal Department of Health 


1. Creation of a Federal Department of Health of Cabinet status with a Secretary who 
is a Doctor of Medicine, and the co-ordination and integration of all Federal health activi- 
ties under this Department, except for the military activities of the medical services of the 
armed forces. 


Medical Research 


2. Promotion of medical research through a National Science Foundation with grants to 
private institutions which have facilities and personnel sufficient to carry on qualified research. 


Voluntary Insurance for the Care of the Indigent 


3. Further development and wider coverage by voluntary hospital and medical care plans 
to meet the costs of illness, with extension as rapidly as possible into rural areas. Aid through 
the states to the indigent and medically indigent by the utilization of voluntary hospital and 
medical care plans with local administration and local determination of needs. 


Medical Care Authority with Consumer Representation 


4. Establishment in each state of a medical care authority to receive and administer funds 
with proper representation of medical and consumer interest. 


New Facilities 


5. Encouragement of prompt development of diagnostic facilities, health centers and hos- 
pital services, locally originated, for rural and other areas in which the need can be shown 
and with local administration and control as provided by the National Hospital Survey and 
Construction Act or by suitable private agencies. 


Public Health 


6. Establishment of local public health units and services and incorporation in health 
centers and local public health units, of such services as communicable disease control, vital 
statistics, environmental sanitation, control of venereal diseases, maternal and child hygiene 
and public health laboratory services. Remuneration of health officials commensurate with 
their responsibility. 

Mental Hygiene 


7. The development of a program of mental hygiene With aid to mental hygiene clinics 
in suitable areas. 


Health Education 


8. Health education programs administered through suitable state and local health and 
medical agencies to inform the people of the available facilities and of their own responsi- 
bilities in health care. 


Chronic Diseases and the Aged 


9. Provision of facilities for care and rehabilitation of the aged and those with chronic 
disease and various other groups not covered by existing proposals. 


Veterans’ Medical Care 


10. Integration of veterans’ medical care and hospital facilities with other medical care 
and hospital programs and with the maintenance of high standards of medical care, including 
care of the veteran in his own community by a physician of his own choice. 


Industrial Medicine 


11. Greater emphasis on the program of industrial medicine, with increased safeguards 
against industrial hazards and prevention of accidents occurring on the highway, home and 
on the farm. 


Medical Education and Personnel 


12. Adequate support with funds free from political control, domination and regulation 
of the medical, dental and nursing schools and other institutions necessary for the training 


of specialized personnel required in the provision and distribution of medical care. 
- 
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Know Your MSMS Councilors 


TENTH DISTRICT 
Fred H. Drummond, M.D. 


Kawkawlin 


Dr. Drummond took his pre- 
medical work at Albion College 
» and received his M.D. degree 
~ from Northwestern University 
in 1920. He served his intern- 
ship at the Kansas City Gen- 
eral Hospital, Kansas City, 
Missouri. 

Civic activities of Dr. Drum- 
mond include leadership in the 
American Legion and membership in Sigma Chi 
Fraternity. He is also a past-president of the 
Bay County Medical Society, and chairman of 
the Medical Filter Board for Bay County Su- 


pervisors. 





Dr. Drummond has been chief-of-staff and also 
secretary of staff at Mercy Hospital, Bay City and 
presently is working with the obstetrical section 
of the Mercy and General Hospitals, Bay City. 


SEVENTH DISTRICT 
Thomas Edward DeGurse, M.D. 
Marine City 





Dr. DeGurse who was hon- 
ored in 1947 as Michigan’s 
Foremost Family Physician 
completed his pre-medical and 
medical training at the Detroit 
College of Medicine, now 
Wayne University, in 1895. 

During the Spanish-Ameri- 
can War he served as Acting 
Hospital Steward in Puerto 
Rico, and in 1906 was appointed by the United 
States Government as a medical examiner in the 
U. S. Marine Corps. Dr. DeGurse was on the 
St. Clair County Draft Board during World War 
I, and Chairman of the Appeal Board of St. 
Clair, Macomb, and Sanilac Counties in World 
War II. 

Aside from his medical attainments, his civic 
activities alone would constitute an enviable ca- 
reer. In addition to serving nine terms as mayor 
of Marine City, and its Health Officer for thirty- 
five years, Dr. DeGurse is Acting Assistant Sur- 
geon of the U. S. Public Health Service. He is 
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also local physician for the Michigan Bell Tele- 
phone Company, the Detroit Edison Company, 
Pittsburgh Steamship Company, Standard Prod- 
ucts Company, Motor Valve & Manufacturing 
Company, and the Detroit Gasket Manufacturing 
Company. 

Dr. DeGurse is Chairman of First Aid Teaching 
in the Red Cross, and a member of the Industrial 
Surgeons Association. 

At the present time he is affiliated with hospitals 
in Port Huron, St. Clair, St. Joseph, Mt. Clemens, 
and Mt. Carmel Hospital in Detroit. 


EIGHTH DISTRICT 
Lloyd Cecil Harvie, M.D. 


Saginaw 


Dr. Harvie was graduated 
from Michigan State Normal 
College and earned his M.D. 
degree from the Wayne Uni- 
versity College of Medicine in 
1918. Following graduation 
from medical school, he in- 
terned at St. Mary’s Hospital 
in Detroit with residency at the 
A. W. Blain Clinic. Dr. Har- 
vie’s postgraduate training has included eye and 
ear work in New York, Wayne University, the 
University of Michigan, and George Washington 
University. 

A private in World War I, he served as an offi- 
cer in the Medical Corps in World War II. Dr. 
Harvie is a past-president of the Saginaw County 
Medical Society, a past member of the State 
Tuberculosis Sanatoriwm Commission, former As- 
sistant Clinical Professor of Medicine at the Wayne 
University College of Medicine, Fellow of the 
American College of Surgeons, member of the 
American Association of Railway Surgeons, and 
American Association of Industrial Physicians and 
Surgeons. 

Extremely active in civic organizations, Dr. 
Harvie has been a Boy Scout executive and mem- 
ber of the Saginaw Board of Commerce, Elf Khur- 
afeh Shrine and YMCA. In addition he is vice- 
president of the Saginaw Valley Torch Club, pres- 
ident of the Wayne University Alumni Associa- 
tion of Saginaw Valley, and past director of the 
Saginaw Chapter of the American Red Cross. 

At present, Dr. Harvie is senior staff surgeon at 
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Saginaw General Hospital, and associate surgeon 
on the staffs of St. Luke’s and St. Mary’s Hospitals, 
Saginaw, and A. W. Blain Hospital in Detroit. 


FIFTH DISTRICT 
J. Duane Miller, M.D. 
Grand Rapids 





Dr. Miller received his pre- 
medical and medical degrees at 
the University of Michigan in 
1924, and interned at Blodgett 
Memorial Hospital in Grand 
Rapids. He took postgraduate 
work in pathology at the Uni- 
versity of Michigan and the 
University of Vienna. 





An enlisted man in the Army 
during World War I, Dr. Miller served in World 
War II as a Commander in the Medical Corps 
of the Navy. Among professional memberships are 
those of Fellow of the American College of Sur- 
geons, Diplomate of the American Board of Sur- 
gery, and president of the Michigan Association of 
Industrial Physicians and Surgeons. 

At the present time Dr. Miller is chief-of-sur- 
gery at Blodgett Hospital in Grand Rapids. 


NINTH DISTRICT 
Ellery Armour Oakes, M.D. 


Manistee 





Dr. Oakes received his pre- 
medical training at Albion Col- 
lege and was graduated from 
Wayne University College of 
Medicine in 1925. After in- 
terning at Receiving Hospital 
in Detroit, he took postgrad- 
uate courses at the New York 
Postgraduate Hospital and 
Medical School in 1932, 1934, 





and 1936. 


Dr. Oakes served for 26 months with the Ninth 
Infantry Division during World War I. A mem- 
ber and past-president of the Manistee Rotary 
Club, he has also served on the Red Cross Board 
and Chamber of Commerce. Dr. Oakes is a 
past-president of the Manistee County Medical 
Society. 

He is affiliated with Mercy Hospital, Manistee, 
as chief of surgery. 
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SIXTH DISTRICT 
Rolland Carl Pochert, M.D. 


Owosso 











Dr. Pochert took his pre- 
medical work at Junior Col- 
lege, Detroit, and his M.D. de- 
gree at the Detroit College of 
Medicine. After graduation in 
1921 he served his internship 
and residency at Receiving 
Hospital in Detroit. Following 
his residency he took addition- 
al postgraduate work at the 
University of Pennsylvania, at the University of 
Michigan, and also in Indianapolis. 

His professional memberships include the Acad- 
emy of Ophthalmology and Otolaryngology, the 
Valley Academy, and his Fellowship in the Ameri- 
can College of Surgeons. 


FIRST DISTRCT 
Clarence Earl Umphrey, M.D. 
Detroit 


Dr. Umphrey received his 
pre-medical training at Michi- 
F gan State Normal College and 
Wayne University receiving his 
M.D. degree from the Wayne 
University College of Medicine 
in 1925. After interning at 
; Receiving Hospital in Detroit, 
he served his residency at Del- 
ray General Hospital. He took 
an intensive year of postgraduate work at Wayne 
University and Receiving Hospital in basic sciences 
and surgical technique in 1945-46. 

A non-commissioned officer in World War I, 
Dr. Umphrey has participated actively in veterans 
and civic affairs. He is a member of the American 
Legion, a past-president of the Glen Oaks Golf 
Club, and a member of the Pine Lake Country 
Club. 

His professional affiliations include member- 
ships in the West Side Medical Society, Noon Day 
Study Club and Wayne University Alumni Asso- 
ciation. Dr. Umphrey is chairman of the Michi- 
gan branch of the National Physicians’ Committee 
and holds a Fellowship in the International Col- 
lege of Surgeons. He is connected with the Flor- 
ence Crittenton and Grace Hospitals in Detroit. 

Among articles and papers he has written are 
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those on Gonorrheal Arthritis, Medical Societies, 
Acute Pancreatitis, and his “Sixty-two Surgical 
Problems With Complete Case Histories and Sur- 
gical Technique” published in book form. 


SECOND DISTRICT 
Philip Arthur Riley, M.D. 


Jackson 


Dr. Riley received his pre- 
medical training at the Univer- 
sity of Detroit and St. Louis 
University with his M.D. de- 
gree coming from the latter 
school in 1922. He served his 
internship at Alexian Brothers 
Hospital in St. Louis, Missouri, 
and at Mercy Hospital, Jack- 














son, Michigan. He has spent 
three summers in postgraduate study at Harvard 
University. 

Dr. Riley is a veteran of World War I. He is 
a director of Michigan Medical Service. He is also 
a Diplomate of the American Board of Urology 
and a Fellow of the American College of Surgeons. 

At the present, Dr. Riley is affiliated with Mercy 
Hospital, Jackson, as chief-of-staff, and is on the 
consulting staff of the W. A. Foote Hospital, Jack- 


son. 


ELEVENTH DISTRICT 
Charles Anthony Paukstis, M.D. 


Ludington 


Dr. Paukstis received his pre- 
medical training at Grand Rap- 
ids Junior College and was 

=~ graduated from the University 
( ~~» — of Michigan Medical School in 
1931. He served his internship 


_— 
aap” at Mercy Hospital, Janesville, 
Wisconsin. He has been active 
4 in his postgraduate studies, at- 


tending the Cook County Grad- 
uate School of Surgery, the University of Michi- 
gan Clinical Course for General Practice and also 
its Anatomy Review Course. 

Extremely active in civic affairs, the Councilor 
of the Eleventh District is President of the Lud- 
ngton Chamber of Commerce, as well as a Past- 
President of the Rotary Club. He is a member of 
he staff of Paulina Tearns Hospital in Ludington. 


(To be continued in April issue.) 
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RANT AND RAVE 
(Continued from Page 367) 


We hope you did not forget to deduct all 
of those items that you were supposed to deduct 
from your Income Tax. You may deduct the cost 
of going to medical conventions—even if they were 
at faraway places—unless you took a “slow boat 
to China” to attend the Oriental Amalgamated 
International College of Physicians and Surgeons 
of Shanghai, Tsingsing and Peep In. Poker losses 
are not deductible unless you are playing with 
the money you were going to give to charity—in 
which case you turn to page 4, section 7, article 3, 
line 5 and enter the amount you lost, and if this 
amount is greater than that of line 22, page 3, 
you are using the wrong form, so tear this up and 
start over again. 


R&R 


Well, we see by the papers that the obstetricians 
have something new in the way of caudal analge- 
sia—and they have appropriately named it “PPP” 
—for Planned Painless Parturition. This “new” 
method of delivery is so painless and casual that 
the mother rarely knows that she has had a baby 
until she reads about it in the Society page. 

One woman writes: “Before I had “PPP” I 
just dreaded pregnancy—now I can hardly wait.” 


R&R 


We are surprised that the members of our State 
Legislative Committee have not seen fit to provide 
themselves with the proper accoutrements of their 
offices—and wear bow ties. The best practical 
reason we have heard for wearing one of these 
butterflies under the chin is to hide a worn out, 
beat up, frayed shirt collar. 


DO YOU KNOW? 


A fur farm, to be established in Tierra del Fuego, the 
island group beyond the southern tip of South America, 
will raise six kinds of foxes but will specialize in nutrias 
and mink. 





Citrus molasses, also known as final syrup, is a by- 
product in processing citrus fruit products. 


Acids from citrus fruits are used to give zip to soy- 
bean oil salad dressing. 


Much of nature’s chemistry in geological processes was 
carried out at high pressures and temperatures, not yet 
explored by man; when man does enter this high-pres- 
sure high-temperature field, he may have to rewrite much 
of the chemistry of today.—Science News Letter, March 
5, 1949. 
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Postgraduate Continuation Courses 


Wayne University College of Medicine 
March 21 to June 18, 1949 


These courses are open to all qualified persons. 


Veterans who are not Residents in a Detroit hospital and who have Certificates of 
Eligibility under the GI Bill, should make arrangements for tuition and books, as 
provided by the GI Bill, by presenting these Certificates of Eligibility to Mr. Arthur 
Johnson, Veterans Administrator at Wayne University, 5001 Second, Detroit. 


Veterans who do not possess a Certificate of Eligibility, are requested to call Mr. 
Johnson at Temple 1-1450, Veterans Affairs, before going to his office, and he will 


inform you what papers are necessary to bring to the office. This must be completed 
before registering. 


Registration for these courses can be made in the office of Postgraduate Medical 
Education at the Coilege of Medicine, 1512 St. Antoine, before March 18. 
ANATOMY 





Surgical Anatomy College of Medicine Tuesday, 3-5 $35.00 
(Second half) 
Regional Anatomy College of Medicine 
Extremities and Back (Be- 
gins March 16) Wednesday, 1-4 $50.00 
Trunk (Begins March 17) Thursday, 1-5 $50.00 
Head and Neck (Begins 
March 18) Friday, 1-5 $50.00 
BACTERIOLOGY 
Parasitology College of Medicine Friday, 1-5 $35.00 
PHYSIOLOGY AND PHARMACOLOGY 
Blood College of Medicine Tuesday, 4-5 $35.00 
Friday, 3-5 
PHYSIOLOGICAL CHEMISTRY 
Seminar College of Medicine Wednesday, 4-5 $15.00 
Intermediary Metabolism College of Medicine Friday, 4-5 $15.00 
Survey of Medical Chemistry College of Medicine Thursday, 4-5 $15.00 
Nutrition and Metabolism College of Medicine Mon., Wed., Fri., 11-12 $35.00 
PATHOLOGY 
Bone & Joint Diseases College of Medicine Monday, 1-5 $50.00 
Gynecologic Pathology College of Medicine Wednesday, 1-5 $50.00 
(Limited to 35) 
DERMATOLOGY 
Seminar - Receiving Hospital Wednesday, 10-11:30 $15.00 
INTERNAL MEDICINE 
Diagnostic Conference Receiving Hospital Saturday, 10-12 $15.00 
(Limit 10) Wayne County General Wednesday, 4-5 $15.00 
Gastroenterology Receiving Hospital Saturday, 8-9 $15.00 
(Limit 10) 
Medical X-Ray Conference Receiving Hospital Tuesday, 11-12 $15.00 
(Limit 10) Wayne County General Friday, 1-2 $15.00 
Medical Pathologic Conf. Wayne County General Thursday, 11-12 $15.00 
Allergy Clinic & Conf. Receiving Hospital Tuesday, 8-11 $25.00 
(Limit 8) 
SURGERY 
Seminar College of Medicine Monday, 5-6 $15.00 


(Limit 20) 
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Annual Session of the Council 
January 28-29, 1949 





& 


HIGHLIGHTS OF THE SESSION 


Auditor’s (Ernst & Ernst) report for 1948, and budgets for 1949 approved (see Pages 379-383). 
Annual Reports of Secretary, Treasurer, Editor, and three Standing Committees of The Council accepted. 
Secretary L. Fernald Foster, M.D., Treasurer A. S. Brunk, M.D., and Editor Wilfrid Haughey, M.D., re-elected. 


Veterans Administration Hospital cut-back discussed with Joseph W. Mann, Department Service Officer, Veterans 


of Foreign Wars. 


Hillsdale Plan of Cancer Detection, as well as a meeting of state and local organizations—to be sponsored by 


MSMS Cancer Control Committee—to explain Hillsdale Plan, approved. 


Program of Optometry at the University of Michigan approved, provided it does not permit graduates to give 
drugs for examination or drug therapy or do surgery in eye conditions and is approved by the Departments of 


Ophthalmology at University of Michigan Medical School and at Wayne University College of Medicine. 


Survey of maternal deaths and a continuing educational program approved and referred to Michigan Foundation 


for Medical and Health Education, Inc., for financial support. 


Report approved from Committee to Increase Number of Students Graduated from Medical Schools; Special 
Committee on Education (three meetings) and its sub-committees on Publications, Newspapers, and Cinema; 
Cancer Control Committee; Michigan Heart Association Organization Committee; Committee on Scientific Radio; 
Rheumatic Fever Control Committee; Maternal Health Committee; Committee of Six; Mental Hygiene Commit- 
tee; Preventive Medicine Committee; Committee on Postgraduate Medical Education; and Committee on Uni- 


form Fee Schedule for Governmental Agencies. 


Progress report on Michigan Medical Service presented by R. L. Novy, M.D., Detroit and on Michigan Hospital 
Service by W. S. McNary, Detroit. 


Monthly reports of President E. F. Sladek, M.D., President-Elect W. E. Barstow, M.D., Secretary L. Fernald 
Foster, M.D., and General Counsel J. Joseph Herbert accepted. 


Official report of MSMS Delegates to the American Medical Association—on St. Louis Interim Session—ac- 


cepted. 
Progress report on Michigan Health Council presented by A. S. Brunk, M.D., President. 


Michigan Foundation for Medical and Health Education invited to sponsor 1949 Michigan Rural Health Con- 


ference. 


A. S. Brunk, M.D. and L. Fernald Foster, M.D. selected as MSMS representatives to the AMA Co-ordinating 
Committee for the Protection of the People’s Health (Committee of 53). 
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SECRETARY’S ANNUAL REPORT—1948 






Membership 





The Michigan State Medical Society membership for 
1948 showed a total of 4,960 members, including 74 
Emeritus Members, 92 Life Members, 12 Retired Mem- 
bers, 119 Associate Members and Military Members. 
The total paid membership was 4,663, with net dues of 
$48,327.17. The total number of members with unpaid 
dues for 1948 totaled eighty-six. The 1948 membership 
was at the highest peak in all the history of the Michigan 
State Medical Society. 







































































The year 1948 resulted in a net gain in membership 
of 164 members. The membership tabulation for the 
years 1947 and 1948 showing net gains, losses, unpaid 
dues and deaths is as follows: 
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Membership Record—1948 


Deaths During 1948 


We regretfully record the deaths of the following 
seventy-three members during 1948: 


Alpena-Alcona-Presque Isle—Clarence A. Carpenter, 


M.D., Onaway; William B. Newton, M.D., Alpena. 
Bay-Arenac-Iosco——Jerry M. Jones, M.D., Bay City; Wil- 
liam Kerr, M.D., Bay City. 
Berrien—Harold C. Frederickson, M.D., Buchanan. 


Calhoun—Starr K. Church, M.D., Marshall; Carrie Kel- 
logg, M.D., Battle Creek. 


Cass—E. M. Cunningham, M.D., Cassopolis. 
Chippewa-Mackinac—James F. Darby, M.D., St. Ignace. 
Clinton—T. Y. Ho, M.D., St. Johns. 

Eaton—Charles D. Huber, M.D., Charlotte. 


Genesee—M. William Clift, M.D., Midland; Mark S. 
Knapp, M.D., Fenton; William H. Marshall, M.D., 
Flint. 








































































































































PAID Spec. Member DEATHS Net Membership 1948 Unpaid. 
County - ee ee -—— = = : 
Medical Assoc. Close 
Society __1947_ «1948 EMER LIFE RETD Military 1947-1948 1947 = 1948 +~GAIN LOSS _ 1947 1948 
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Allegan 23 24 — _ 23 24 1 — _— 1 
Alpena, Alcona 

Presque Isle. ic, fae 19 - _ 2 19 19 — — 2 _ 
Barry * 10 12 _ 3 _ — 1 —— 13 15 2 — 1 aa 
Bay, Arenac, Iosco .... 73 63 3 6 1 —_— 2 2 76 73 — $ 6 1 
BN sp cinsceaitiiinieoiin 62 69 -- — — — 2 1 60 69 9 — 5 9 
Branch ..... ES: 20 — — ie oa 1 —- 23 20 — 3 1 at 
Calhoun ........ bsktebals 101 98 — 5 1 14 4 2 105 118 13 —- 9 2 
Cass ; eae 11 ~- — — — _— 1 10 11 1 — sa ane 
Seepewe-aaactione : a 23 1 — — — — 1 19 24 5 — 5 = 
Clinton _.... Siscied one 10 — — — _— — 1 12 10 — 2 = 1 
Delta-Schoolcraft ..... 19 26 1 — — — —_ ~~ 20 27 7 ee 3 me 
Dickinson-Iron siete” 18 — — — — —_ _— 18 18 — — 3 _ 
| ae 15 -- — — — 1 1 17 15 — 2 5 1 
I 187 187 3 8 1 _— a 3 194 199 5 edie 9 9 
Gogebic ........ ic le 19 — — — — — 20 19 — 1 9 ei 
Gd. Traverse-Lee- 

lanau-Benzie ............ 41 48 — 1 — _— — 2 47 49 2 _ 7 1 
Gratiot-Isabella- 

NS cate. ww. 36 39 2 — —- —_ — 1 36 > sh 1 “on 
Hillsdale _............ . ae 19 — 3 — — — — 20 22 2 = 2 
Houghton-Baraga- 

Keeweenaw .............. 32 28 3 2 -- _- — ae 36 33 — 3 z 1 
| REE RETR IIE: 13 — 1 — _- — 1 16 14 -- 2 —_ 2 
Ingham ........ abies Ve 154 2 3 -- 3 1 166 162 _- 4 17 3 
Jonia-Montcalm ........ 37 33 -- 2 -- 2 2 3 36 37 1 — 2 1 
Jackson. ............. .. 103 101 4 4 _- 2 1 2 111 111 — — 6 -- 
Kalamazoo ................. 119 114 3 5 2 2 4 b 125 126 1 os 4 — 
Kent Se 267 4 9 2 10 4 3 298 292 — 6 12 7 
IRE ccciiciehaccmeoueanen” ae 13 3 — ~- — 1 1 15 16 1 — 2 — 
ND i ccccccnitininns ae 44 1 ~- — —_ 2 4 45 2 ~- 5 _— 
Livingston . ceonece't a 17 — — 1 — ~- 17 18 1 — 1 — 
Luce ae Se oe ee 4 6 — -- ~- — — _ i 6 —- 1 2 2 
IID, csc ccxcenegcicciece ae 45 _ 1 _- a == 1 44 46 2 — 2 -— 
Manistee . pledetate eee 13 l — — — — 1 15 14 _- 1 rs ~- 
Marque tte-Alger 4 39 38 — z — i 1 — 39 41 2 — 2 4 
Mason ; ie ae 13 - — — — — -- 12 13 1 — -- - 
Mecosta- -Osceola- 

Lake . eat ee 13 14 1 -~ — -- —_ 1 13 15 2 ia 1 “ 
Menominee . 12 13 1 -- ~- 1 — — 14 15 1 -- 3 1 
Midland 15 19 — — — — -— 16 19 3 — | 1 
Monroe 36 32 1 os _- — 1 = 36 33 — 3 + 1 
Muskegon 82 84 1 = -- 2 1 — 83 87 + — -—- 
Newaygo 7 10 — — ~- _- — — 10 10 —- _ 1 
North Central. 

Counties ..... — 15 - —- — _ 2 _- 13 15 2 — 1 
Northern Mic higa an... 29 30 1 - _— — — 3 33 31 - 2 3 4 
Oakland ; 147 " 1 1 ~- —_ t 2 157 168 11 — 15 4 
Oceana ...... ; cians. 2 —_ _— 1 —- as 13 10 — 3 — 
nee 4 4 - — — —_ —_ one 4 4 —_ ee 1 
ETERS IE 34 1 1 -- ~- 2 —- 35 36 1 — — 
SS ae 106 3 5 1 -- oe = 108 115 7 = 7 1 
St. Clair .. cas: ae 55 1 1 — — 3 1 55 57 9 ee 1 9 
St. Joseph ..... ieee 27 -- — — — — — 24 27 3 — 1 
Sanilac . 10 14 — — -— ~- — —- 11 14 § — 3 
Shiawassee . venke 0 e 25 1 — — —_— 1 -— 26 26 — — 4 
Tuscola .. ‘ 23 21 1 — — — —_ 1 25 22 — 3 l 
Van. Buren ...... . 8 21 + — —_ _ -- —_ a- — —_ 2 
Washtenaw . Lae 163 187 1 — _- 74 1 3 180 262 82 _- 43 ey 
Wayne .... - weed IS 2,139 23 29 1 9 17 23 »=- 2,183 =. 2,201 18 -— 116 35 
Wexford-Miss- . 

se Le ee 21 a= — — _ — 1 20 21 1 = 4 
~ TOTALS veeeee4,513 4,663 74 92 12 119 62 73 4,796 4,960 203 39 331 8t 
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Gogebic—David C. Pierpont, M.D., Ironwood. 


Gd. Traverse-Leelanau-Benzie—E. L. Covey, M_.D., 
Honor; Fred E. Murphy, M.D., Traverse City. 


Gratiot-Isabella-Clare—B. C. Hall, M.D., Pompeii. 
Houghton-Baraga-K eeweenaw—Robert J. McClure, M.D., 


Calumet. 
Huron—William B. Holdship, M.D.,. Ubly. 
Ingham—Victor C. Myers, M.D., Lansing. 


Ionia-Montcalm—James A. P. Duncan, M.D., Lansing; 
Thomas L. Peacock, M.D., Lake Odessa; R. R. Whit- 
ten, M.D., Ionia. 


Jackson—Henry Gray Glover, M.D., Jackson; Arthur J. 
Roberts, M.D., Jackson. 


Kalamazoo—Walter Den Bleyker, M.D., Kalamazoo; Ray 
T. Fuller, M.D., Kalamazoo; David E. Squires, M.D., 
Scotts. 


Kent—Charles V. Crane, M.D., Grand Rapids; Willis L. 
Dixon, M.D., Grand Rapids; William D. Lyman, 
M.D., Grand Rapids. 


Lapeer—Herman B. Kiehle, M.D., Lapeer. 


Lenawee—William E. Jewett, M.D., Adrian; Arthur E. 
Lamley, M.D., Blissfield. 


Macomb—Alphonse M. Crawford, M.D., Romeo. 
Manistee—Harlen MacMullen, M.D., Manistee. 


Mecosta-Osceola-Lake—Donald McIntyre, M.D., Big 
Rapids. 


Northern Michigan—Ralph D. Engle, M.D., Petoskey; 
Gilbert E. Frank, M.D., Harbor Springs; Fraley Mc- 
Millan, M. D., Charlevoix. 


Oakland—Zae R. Aschen Brenner, M.D., Farmington; 
John T. Bird, M.D., Drayton Plains; T. W. K. Hume, 
M.D., Pontiac. 


St. Clair—Neil J. McColl, M.D., Port Huron. 
Tuscola—Oren G. Johnson, M.D., Mayville. 


Washtenaw—Albert S. Barr. M.D., Ann Arbor; Theophil 
Klingman, M.D., Ann Arbor; Marianna E. Smalley, 
M.D., Ann Arbor. 


Wayne—Frank B. Allison, M.D., Detroit; Emil Amberg, 
M.D., Detroit; Nathan J. Bicknell, M.D., Detroit; 
William R. Chittick, M.D., Spring Valley; Frank E. 
Dawson, M.D., Detroit; John A. Freese, M.D., Detroit ; 
Parker B. Gamble, M.D., Detroit; Howard B. Garner, 
M.D., Detroit; Joseph Hanson, M.D., Detroit; Lester 
F. Kennedy, M.D., Detroit; Marcine D. Klote, M.D., 
Detroit; George D. Livingston, M.D., Detroit; George 
M. Livingston, M.D., Albion; Frank P. Mabee, M.D., 
Detroit; Grant McDonald, M.D., Detroit; Malcolm 
McPhail, M.D., Great Falls; E. Glenn McPherson, 
M.D., Detroit; Russell H. Renz, M.D., Detroit; Haw- 
ley S. Sanford, M.D., Detroit; Adolph Shoenfield, 
M.D., Detroit; H. Lee Simpson, M.D., Detroit; Eld- 
win R. Witwer, M.D., Detroit; Ross L. Zimmerman, 
M.D., Detroit. 


Wexford-Missaukee—George W. Brooks, M.D., Tustin. 


Financial Status 


Ernst and Ernst, Certified Public Accountants, have 
submitted their report on the annual audit of the books 
of th Michigan State Medical Society. The report has 
been submitted to the officers of the Society and members 
of the Finance Committee of The Council, and is sub- 
ject to the perusal of all members of the State Society. 
_A brief statement is herewith submitted for informa- 
tion of the members: 

[he total assets are listed at $194,259.58. This rec- 
Ognizes a gain of $13,879.11 over the report of December 
31, 1947. It should be noted that this gain appears in 


Marcu, 1949 


the amounts earmarked for the special funds such as 
Public Education Program, Rheumatic Fever Control 
Program, et cetera. The actual income from all sources 
other than the special assessment was $69,679.58 while 
the actual expense of running the organization was 
$78,291.94 which shows a loss of $8,612.36. This fact 
should be taken into consideration when the dues struc- 
tures are considered next September. 

Mr. Ewing’s report, recommending Compulsory health 
insurance through early federal legislation ushered in 
an emergency. The executive committee unanimously 
voted to start an all-out effort of education to our 
citizens to preserve if possible the voluntary system of 
services. If necessary the entire funds earmarked for the 
Public Education Program could be utilized. Under the 
able leadership of Mr. Hugh Brennaman, six associates 
have been employed and an extensive plan of contact and 
education set up. We believe it to be the best plan in 
operation to date. All of this will be reflected in the 
financial report another year. We should have no regrets 
concerning the present expenditures. There should be 
nothing but gratitude for the foresight and ability to 
conserve the American Way of Life. 

For many years we have been asking the AMA to 
assume the leadership to which we were entitled even if 
it entailed an assessment. This has been done. The as- 
sessment should be paid quickly and gladly and with that 
payment should go an offer to help in any way that was 
humanly possible. We hope that even after the present 
emergency is over the parent organization will continue 
every effort to formulate the best plans for complete 
medical care for every one, every where. We urge this 
even if a continued assessment is necessary. 

As a business organization we have been very slow in 
recognizing what we owe the public. Our patients are 
entitled to know what good medical care consists of 
and how it can be obtained. Lay organizations have 
recognized the value of educational programs and have 
spent vast sums of money on them. American business 
looks on our efforts as shortsighted and miserly. , 

Because of the above activities requiring added ex- 
penditures your Council and Executive Committee will 
face new responsibilities. The financial reports and 
monthly balance sheets will continue to receive close 
scrutiny. Won’t you examine them with us and offer 
us your suggestions? We will urge a reduction in as- 
sessments only after the best plans for medical care have 
been completed and the free American way of life pre- 
vails. Compulsory health insurance is the. other method 
of removing assessments and once it has been enacted no 
effort of ours or educational fund will regain what bu- 
reaucratic control has taken from us. 


1948 Annual Session 


The 1948 Annual Session held in Detroit in Septem- 
ber, showed a total registration of 3,399, which was an 
all-time high in attendance at an Annual Meeting of the 
Michigan State Medical Society. 

The General Assembly type of program with daily 
discussion conference was continued as in recent years 
and brought to Michigan twenty-nine essayists. 

The limited exhibit space available in Detroit pre- 
cluded the possibility of a Scientific Exhibit but allowed 
seventy-five technical exhibitors in eighty-three spaces. 

The policy of bringing to the Scientific Assembly out- 
of-state essayists of national and international reputation 
was continued and no expense was spared in making the 
mectings as interesting and instructive as possible, and 
in spite of the rapidly rising costs of operation a small 
gross profit before proration of salaries accrued to the 
society from the Annual Session. To the seventy-five 
Technical Exhibitors the registrants showed their usual 
appreciation and gave them very generous attention. 


1948 House of Delegates 


The House of Delegates, in four sessions, transacted 
the legislative business of the society with as much 
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despatch as possible, consistent with thoughtful delibera- 
tion. Some of the highlights of the transactions of the 
House of Delegates were: 


1. Adopted resolutions concerning: 

(a) Creation of Committee on Geriatrics (to include 
work of former Committee on Heart and 
Degenerative Diseases). 

(b) Requisites for nurse training. 

(c) ‘Creation of Medical Library Service. 

(d) Recognition of forty-six years’ attendance at 

House of Delegates Sessions by A. V. Wenger, 

M.D., Grand Rapids. 

) Veterans Administration Hospital in Ann Arbor. 

) Formation of National Agency for Voluntary 
Health Service Plans (amended). 

(g) Special Assessment ($25.) for 1949. 

(h) Creation of 17th and 18th Councilor Districts. 

(i) To increase number of medical graduates. 

(j) Resolution of Section on Ophthalmology (sub- 

stitute resolution approved). 

(k) Token of esteem to E. R. Witwer, M.D., De- 

troit, for his services to Medicine. 


-_ 
Oo 


2. Took action on other resolutions as follows: 

(a) Postponed indefinitely resolution re comprehen- 
sive practice act. 

(b) Defeated resolution proposing reduction in 
term of Councilors. 

(c) Defeated resolution that House of Delegates 
resolutions be presented thirty days prior to 
Session. 

(d) Referred the resolution re consultation of doc- 
tors of medicine with osteopaths to The Coun- 
cil with instruction to act. 

(e) Disapproved resolution re 
standards. 


A.C.S. Hospital 


3. (a) Adopted motion to instruct The Council to map 
out two new Councilor Districts. 

(b) Adopted motion setting terms of Councilors of 

17th District (1953) and 18th District (1949). 


4. (a) Elected fourteen members to Emeritus Mem- 
bership. ; 
(b) Elected forty members to Life Membership. 
(c) Elected sixty-one members to Associate Mem- 
bership. : 
(d) Elected one member to Retired Membership. 
5. Adopted general revision of Constitution and By- 
Laws. 


Michigan Postgraduate Clinical Institute 


This second annual scientific institute held under the 
sponsorship of the Michigan State Medical Society in 
co-operation with the University of Michigan Medical 
School and Department of Postgraduate Medical Educa- 
tion, Wayne University college of Medicine, the Michigan 
Foundation for Medical and Health Education, Inc., and 
the Wayne County Medical Society was held in Detroit 
on March 10, 11, 12, 1948. 

This Institute limited to Michigan essayists, was de- 
signed to provide a high-type scientific program, en- 
courage Michigan physicians to prepare presentations 
and to publicize Michigan as a Medical Center. 

The Institute was an outstanding success as evidenced 
by the fact that it produced .a total registration of 1,462, 
with physicians present from all nearby states and Canada. 


County Secretaries—Public Relations Conference 


A Conference of County Secretaries and other officers 
and members of component county group was held in 
Detroit on January 25, 1948. This all-day conference 
was attended by over 187 County Society officers, Public 
Relations Committee Chairman and representatives of the 
Woman’s Auxiliary. 

This conference featured techniques of county society 
organization and operation, an exposition of the major 
activities of the State Society as related to the County 
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Societies and information necessary for the develoy ment 
and maintenance of good public relations and public Edy. 
cation. ' 


Committees 


Limitation of time and space makes it impossible to 
detail in this report the activities of all the committees 
contributing to the many splendid programs of the State 
Society. The accomplishments of the committees of the 
Society were achieved at the expense of many hours of 
personal sacrifice on the part of the personnel of the va- 
rious committees. 

During 1948 the 54 committees held a total of 86 
meetings and practically every meeting was attended by 
one or both of your Secretaries. Too much commendation 
cannot be accorded the committee members who gave 
very generously of their time and effort to develop and 
execute constructive programs—both scientific and eco- 
nomic—for the public welfare and to maintain the posi- 
tion of leadership of the Michigan State Medical Society 
in the field of progressive medical planning. : 


Rheumatic Fever Program 


This society-sponsored program of consultation and 
diagnosis in the field of Rheumatic Fever demonstrates 
the voluntary approach in the field of preventive medi- 
cine. There are now operating or in the process of devel- 
opment over thirty centers in Michigan. To these cen- 
ters in the short space of less than three years over 4,000 
cases have been referred by more than 500 members of 
the society. 

The Michigan Society for Crippled Children and 
Adults, Inc., has continued its generous financial sup- 
port of the Rheumatic Fever Program and in 1948 con- 
tributed $21,421.73 for its administrative expenses. 

During 1948 The Council approved the employment 
of a full-time co-ordinator for the program and were 
fortunate in securing the services of Leon DeVel, M.D., 
of Grand Rapids who will assume his duties in January, 


1949. 


Michigan Heart Association 


The rapidly increasing Rheumatic Fever Program 
developed the need of establishing a project to include 
studies and activities in other forms of Heart disease. 
The Council in 1948 approved the formation of a 
Michigan Heart Association under the aegis of the State 
Society as an affiliate of the American Heart Association. 
This association is now in the process of organization and 
will further broaden the scientific activities of the State 
Society. 


Contacts with Governmental Agencies 


During 1948 your Society maintained active and 
friendly contacts with many governmental agencies at 
local, county, state, and national levels. Included in 
these contacts were: 

The Governor of Michigan 

The Michigan Crippled Childrens Commission 

The State Board of Registration in Michigan 

The Basic Science Board 

The State Department of Public Instruction 
. The University of Michigan 

The Michigan State College 

Wayne University 

The State Association of County Supervisors and Social 

Welfare Agencies 

The State Association of Registers of Deeds 

Federal Hospital Survey and Construction Administra- 

tion 

The U.S. Senators and Congressmen from Michigan 

The State Health Commissioner 

The Michigan Prison Commission 


Contacts with Non-Governmental Agencies 


During 1948 the usual active contacts were maintained 
with many non-governmental agencies—especially 
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Michigan Medical Service 

Michigan Hospital Service 

Michigan Society for Crippled Children and Adults, 
Inc. 

Michigan Health Council 

The State Associations of 
Nursing 
Pharmacy 
Dentistry : 

The State Tuberculosis Association 

The Michigan Foundation for Medical and Health 
Education 

The Michigan Hospital Association 


Courses in Medical Economics 


For the second year this program of Medical Econom- 
ics lectures has been continued before various. Classes 
at the Medical Schools of the University of Michigan 
and Wayne University. These lectures given by prac- 
ticing physicians have been very well received and over 
a period of time should be reflected favorably in the at- 
titudes of our future doctors of medicine—especially in 
the field of public education and public relations. 


Distinguished Health Service Awards 


The second series of awards was made in 1948 to: 
Henry F. Vaughn, Dr.P.H. ; 
Dean of the School of Public Health University 
of Michigan. 
Emory L. Morris, D.D.S. 
Director of the Kellogg Foundation. 


Brochure on Medical Associates 


In 1948 The Society through its Commission on Health 
Care published a brochure on the subject of Medical As- 
sociates. This brochure has had an enthusiastic recep- 
tion by medical agencies and educators in Michigan and 
elsewhere. Its contents have a distinct bearing on health 
services and contributes to a better distribution of med- 
ical personnel. 


Society Activities 


Many contacts were made during the year with mem- 
bers of the Society at Councilor District meetings and 
County Society meetings. These contacts were made by 
various members of the administrative personnel and 
were designed to publicize the various activities of the 
State Society and to allow a discussion of any question 
propounded by the members present. These meetings 
developed a critical discussion of the problems of the 
local and State organizations, problems of public relations, 
the “impractices” of medicine and other subjects bearing 
upon the development and maintenance of activities 
necessary to the establishment of medical practice on its 
deserving high plane. 


Public Relations 


The most significant aspect of the MSMS Public Rela- 
tions Program is its foresightedness. Only by a continual 
evaluation of the present can the future be correctly an- 
ticipated. And only by keen analysis of what can be ex- 
pected tomorrow, next week, next month and next year 
can a public relations program stay “on top” of the 
situation. Indeed, it is for this reason, as well as be- 
cause of an ably administered plan of action, that Michi- 
gan has successfully pioneered in nearly every phase of 
modern medical public relations. 


Let’s look at the record. We can dismiss the routine 
news releases, the outstanding news coverage of our as- 
semblies, the constant inter-membership communica- 
tion and correspondence with ancillary groups, communi- 
cation media, interested organizations, and radio medical 
talks such as those heard over the University of Michigan 
network, These are the taken-for-granted parts of any 
public relations effort. They have been done in full 
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measure, and regardless of the new projects undertaken 
have continued unabated. 


We can review with pride the development within the 
past few years of the Michigan Rural Health Conference, 
the award system (you will recall the development of the 
Outstanding Health Service Awards, the start of the 
Michigan’s Foremost Family Physician Award, the Fifty 
Year Club, et cetera; the displays (I refer to the dis- 
play such as that at the AMA meeting this year) ; the 
Michigan Health Survey; the PR Bylines bulletin and 
the “PR in Practice” page of THE JourRNAL, the Public 
Speaking program in which so much time has been in- 
vested by our members; the newspaper advertising pro- 
gram; the development of close publicity liaison with 
ancillary groups; the preparation of a sound program 
through the Woman’s Auxiliary brochure for our whole 
state and county auxiliaries; the development of an im- 
munization campaign; political and legislative activity, 
the distribution of the film, “Be Your Age,” and with it 
90,000 “Your Child is Safer in Michigan” pamphlets. 


Yes, we can review these with the certain knowledge 
that every opportunity has been taken to successfully 
build public confidence in the medical profession of 
Michigan. 

But we have gone further. We produced the first 
medical public relations movie, “Lucky Junior,” a film 
which within a few short months will complete its run 
in Michigan theaters, viewed by a million persons. This 
film is being demanded by health and educational or- 
ganizations from, literally speaking, coast to coast. It is 
being made available to these organizations, and through- 
out 1949 will be seen in Michigan in non-commercial 
showings. The film is a triumph in its field. 


Consider the “Tell Me, Doctor” program. Twenty- 
three stations in Michigan carry this program daily. 
Forty stations outside Michigan broadcast it. We expect 
over 200 stations outside Michigan to be carrying it 
regularly before the year is out. This program has al- 
ready been heard more times than all other medically 
sponsored radio programs in the United States Put — 
TOGETHER. 

The Medical Associates brochure has taken the country 
by storm. On individual requests over 3,500 have been 
distributed, not to mention the regularly planned dis- 
tribution. An example of the enthusiastic acceptance of 
this program is that given it by Dr. Karl Menninger of 
Kansas who has personally placed this as a must in 
every major health organization and educational de- 
partment and institution of that state. - 

I could go on and cite the fact that the Michigan 
Rural Health Conference has been named as the out- 
standing state rural health conference in the nation and 
its explanation will be heard on a nation-wide radio net- 
work. I could point to the, again literally speaking, 
hundreds of requests for aid in planning PR programs 
and specific parts of PR programs from other states 
and other medical organizations. I could mention such 
things as the Social Hygiene (Sex Education) program 
that even before its complete inception will be given 
national attention. And yet again point to the reactivated 
Michigan Health Council. 

But I will leave those programs to call your attention 
to two basic parts of our PR Program. One is the devel- 
opment of an acute awareness and action to reduce “im- 
practices” on the part of our more wayward members 
(the iniquitous 3 per cent). The other is the grass roots 
program of Co-operation with the American People 
making each member of our Society a public relations 
representative of medicine. This program and the six 
PR Field Secretaries who are carrying it to the fur- 
thermost corners of our State is The plan of the hour. 
When it is adopted by the other states—and other states 
have already adopted it—and by the AMA, it will do 
more than any other single effort to keep American 
medicine free and to present to the American people 
the information which they need and must have to main- 
tain our country in greatest health. 
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I know you take pride in being part of this program, 
secure in the knowledge that Michigan will not cease to 
lead the van in today’s American health crusades, for we 
have the vision and the know-how and the determination 
to do the job. I am particularly proud because we have 
obtained our present nationally aecepted position with- 
out fanfare or self-applause, and with both the mone- 
tary, mental and physical support of our entire mem- 
bership. 


Secretary’s Letters 


As part of the Society's general educational program 
for individual members and component county societies 
there were issued during the year nine Secretary’s Let- 
ters, six to county secretaries and keymen and three to 
all members of the Michigan State Medical Society. 


Office Personnel 


During 1948 various replacements and additions have 
been made to the Executive Office personnel. The res- 
ignation of Assistant Executive Director, Mr. Henry 
Hopp, Jr., necessitated a replacement in the person of 
Mr. Robert Roney. The continued increase in the tempo 
of Society activity made necessary the employment of 
several individuals, particularly in the department of 
Public Relations. 

The crowded and scattered condition of our Execu- 
tive Offices is working an ever-increasing hardship on the 
whole office personnel and is not conducive to good 
morale and the greatest efficiency. 


Foremost Family Physician Award 


The second annual “Foremost Family Physician 
Award” was accorded J. S. DeTar, M.D., Speaker of 
the House of Delegates. The award will be officially 
made in March, 1949, on the occasion of the Michigan 
Postgraduate Clinical Institute. 


Summary 


A summary of the outstanding activities of 1948 should 
include the following: 

A full-time co-ordinator for the Rheumatic Fever Pro- 
gram 

Settlement of the Mercy Hospital—Michigan Hospital 
Service matter 

Adoption of a revised Constitution and By-laws 

Reactivation of the Michigan Health Council 

Development of a CAP program (Co-operation with 
the American People) 

Attempts to increase Medical School graduates 

Investigation of needs for more VA beds. 

Formation of Michigan Heart Association 

Creation of two new Councilor Districts 

Encourage formation of a national agency for Volun- 
tary Health Service 
(AMA decided on a National Enrollment plan) 

Publication of Medical Associates brochure 

Employment of six field secretaries to increase the cov- 
erage of our Public Education program during the 
present emergency. 


Recommendations 


As a result of a careful analysis of the Society’s ac- 
tivities, the prospective economic conditions and the at- 
titude of the public toward medical organizations, I 
respectfully submit the following recommendations for 
your consideration: 

1. That all county medical societies conduct a vigorous 
and spirited counter attact against present attempts to 
socialize medicine by impressing every member with his 
responsibility in this contest. Such a campaign will re- 
quire his every resource; the payment of the $25.00 
AMA assessment is only a small part of his responsibility. 

2. That every society hold one or more CAP meetings 
to establish a continuing awareness of the present serious 
problems confronting health care and that a cordial 
reception be given the Field Secretary on his visit to the 
county society. 
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3. That more office facilities be provided the Execy. 
tive Offices at the earliest possible moment. 

4. That in view of the fact that a large expenditure 
of funds is involved in the CAP program and since the 
development of the program and the expenditures have 
been delegated to a special Committee on Education 
there should be a monthly itemized report of all expendi. 
tures made to the Executive Committee for its approval, 

* * 

Your Secretary desires to express to the members of 
The Council his sincere appreciation for their fine per. 
sonal and collective co-operation and the encouragement 
they have accorded him during 1948. 

To the Executive Office personnel, Mr. H. W. Brenne- 
man, Public Relations Counsel, Mr. J. Joseph Herbert, 
Legal Counsel, and to Dr. Wilfrid Haughey, Editor, your 
Secretary is particularly grateful for their loyalty, willing 
application to their many tasks and many constructive 
suggestions. To Executive Director Mr. Wm. J. Burns, 
I wish to express a special appreciation for his wise 
counsel, helpful co-operation, and dynamic inspiration. 

To all those who have aided so generously in the dis- 
charge of the duties of his office, your Secretary is most 
grateful. 

Respectfully submitted, 
L. FERNALD Foster, M.D. 
Secretary 


EDITOR’S ANNUAL REPORT—1948 


THE JOURNAL OF THE MICHIGAN STATE MEDICAL So- 
CIETY, in completing another year, has again published a 
few less pages. We followed the plan of the former year 
of devoting less space to some of the material referring 
to war medicine, especially. The subject of “Socialized 
Medicine” has held our attention for several years, and 
in the last few months it has greatly increased in interest. 
We have again endeavored to keep our readers well posted 
on the socioeconomic problems confronting us. We plan to 
use THE JOURNAL in this educational endeavor more and 
more—believing that to be one of the surest methods of 
reaching our membership. We are co-operating with the 
increased public relations job of the Society. 

During the year 1948, we have published many original 
articles covering every phase of the practice of medicine, 
and some intimately related matters of general interest 
to our physicians. One hundred and four different 
authors appeag in our pages, and only four have repeated. 
This is an increase from ninety-six last year, with seven 
names repeating. 

Sixty-one editorials have been prepared and published 
dealing with a multitude of subjects, but keeping the 
socialized medicine problem constantly before us. Some 
have been copied by other journals, and one was men- 
tioned in Medical Economics, the one entitled “Take- 
home Pay.” 

Ninety-six book reviews have been published. Ninety- 
two death notices included one concerning Mr. Frank E. 
McAllister who was treasurer of Michigan Medical Serv- 
ice and a close friend of medicine. 

THE JouRNAL has been delivered mostly during the 
first week after the publication date month. We have 
tried to catch up, and a few months did make our date 
month, but there is still a problem of production. 

The appearance of THE JourNAt has held up to 
standard. In fact, we think it has improved, and we 
are very proud of our covers for the year; no other state 
medical journal has approached our variety and _inter- 
est. Each month we have featured some activity of 
the Society or interest of the profession, and plans are 
made to continue this plan in 1949. We believe our 
members will be pleased. 

The Editor expresses his thanks to the Publication 
Committee for many suggestions, and valuable hints, also 
to the other officers of the Society and to those in 
the Executive Office. 

Respectfully submitted, 
Witrrpw Haucuey, M.D., Editor 
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INCOME 

Mea COAT BE GEO) ncceccccccscncccesiconeseesesereseroccveseeed $ 6,600.00 
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Committee Meeting Expense sy ibsabeiiitesnt tabetha crunaiasalte Aandi 1,200.00 
Diy UMM DUNEDIN, nsissscsscccavascescssccccnseseceseccodssasasecs 200.00 
ET eT OO RN ON eee 1,000.00 
Printing, Stationery and Supplies ...............:cccccccescsseeseeeseees j 
Office Rent and Light ($125.00 month; $50.00 light; 
Sg) eee a et 1,800.00 
III) cis ceveniiccnzcaddinniads .. 17,790.00 
Telephone and Telegraph . 1,200.00 
Travel Expense 2,200.00 
IED ctiasissasiassoncnenns 20,000.00 
Display Advertising .... 1,000.00 
Newspaper Advertising. ..... 12,000.0 
Publications and pamphlets ................... 5,000.00 
Radio—“‘Tell Me, Doctor’? Programs 19,000.00 
School—Sex Education and Libraries 200.00 
National Meeting Expense ................... 500.00 
Annual Co. Secy’s.—P.R. Conference ... .. 3,000.00 
Miscellaneous General Expense ...................sccsscssssssssssssesnees 1,000.00 
MID i05séncskesscsocvsaassnsesoniokeontenvesacsczacesel $ 88,390.00 
een renee iene 21,610.00 
$110,000.00 
PUBLIC EDUCATION RESERVE 
REE SES ea ae See RE ON Nee oR ARETE RET Re. $100,000.00 
ESTIMATED EXPENSES: i 
I a ca slsncnesnahilobinnncinbacsngsaueas $ 40,480.00 
Printing, Stationery and Supplies ..................:.ccccccesceseeeeees ,000.00 
SY abi ail ao ella Wasco ls cuicea des nanestacbindbun wiedianicthias 2,000.00 
NN, CE I aos sciviszccscxonssnstseccosiisacdesoverdeves 2,000.00 
Ne MO irs ccccisen iarenteinigsibecnincnetpaccroneiies 15,000.00 


REE I en ene 500.00 


SIU RE UNNI, osc cscccresssccsneiossenscosssassctnssnecaeievnsoss 500.00 

Meeting Expense 
(a) Special Comm. on Education... 500.00 
BO I I o.5ecc5s.orussisespivnsnedistinecenassiadadsanvkiudtevsants 2,000.00 
(c) County Societies’ and other meetings ................ 4,150.00 
Program (radio, cinema, newspapers)  ...........0..:c:0000+ ,000.00 
I uc ahasacs eeacicapsamsalivaelan 600.00 
IE ETERS CS SEE eee ae 2,000.00 
aa ne 900.00 
Ps INTEND is esascasciaiidcacsecatasacasslecvectosaiasdbiameee $ 90,630.00 
RE IE aE See eee eames $ 9,370.00 
$100, 000. 00 








RHEUMATIC FEVER CONTROL PROGRAM 


INCOME: 
Balance as of December 24, 1948 o.........cccccccccscccsscssesceeees $ 10,084.28 
Anticipated Contribution from Michigan Society for 
Crippled Children and Adults, Inc. «0... 15,000.00 
Anticipated Contribution from Michigan Heart Asso- 
Ree ESE VERE.) ME 30,715.72 
TOTAL REQUIRED INCOME ...............cccccccc000: $ 55,800.00 
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EXPENSES: 


Central Office (Lansing) 
I aa caphctaae Rael aera a anatssise cdsinsadascdowes MSchasioasiandeaiess ce $ 2,000.00 
NNN NNN GU NN prs sctsccncononrserondeveceecuanstvenccs, 000.00 
Printing, Stationery and Supplies ............0.00.000000000. 500.00 
| RAPER te nie aa ee Oneonta eee 400.00 
a ati es ha) oa a tit ee 300.00 
ee 1,800.00 
WemCwteemel COMEKORCES ......a..cccssesessesscesssscessccesesescereseeese 3000.00 
Publications and Pamphlets ..0..0......0.cccccccccccccsesceseseesesese, 3,000.00 
Miscellaneous Expense (including exhibit) .................... 500.00 
Salaries—Administrative ..............c:ccccccscesesessessssstseseeeeeeseesees 3,000.00 
Salaries—General Office o...........csscssssssssessessesessseseeseensee 600.00 


ay OF CENTERS: 


(NRE ESE EE ee ee Re es et Sete ene 1,5 
(a RS OE ION eet ume ae earn eaten ' 1 sony 
ERE SS ies Seer are EN Nee oes lec nea na 1,500.00 
NII ie sstsagdovsucastieresseecoshec ts van saa deseo tate aka aagg nh 2,000.00 
RPA Se RD eI 1,500.00 
EEN EPS AN cna ee eee enna te eee 3 500.00 
tsa CREE Res Aa aTE ater suit ete CERO Ere 1,500.00 
EEN SE Ret eer nae wee Sere ae ie ee 1,500.00 
Lansing (incl. $600 for part time Secretary) ................ 1,500.00 
RENE GR Ss en 6 ee ee as 2,700.00 
ERE LS ae eR URN Rae ee a Lk eee 1,500.00 
EASE SS SETS RT RE 1,500.00 
ee en ire mtas Uren e 1,500.00 
0 RELL SEE Leer ae eee oe 1,500.00 
St. Joseph—Benton Harbor ..0........0.c.cccccccccccscscscscecececceceeeceees 1,500.00 
eee eee 1,500.00 


TOTAL EXPENSES 


CANCER CONTROL COMMITTEE. 


(October 1, 1948—September 30, 1949) 
CASH ON HAND 











Cash on hand September 30, 1948 .o...ccccccccccccsscscccseseeeees $ 4,757.14 
Balance of Encumbered Bulletin Fund .......................... 8,005.44 
INCOME: lignin 
Michigan State Medical Society .........0.c.c.cccccccccscscscsceceeeees $ 5,000.00 
PAMVICA TOCOE TOCHEEy q....0eccicccnsecscsscccsesosenssccsesecadeesteeseoees 5,737.42 
$ 10,737.42 
PD IE PID sidstirrissrrssctnte Savicectepaccasein $ 23,500.00 
EXPENSES: 
Secreta as icin tr ri a de $ 7,000.00 
Travel 5 me, sti i 000.00 
Stenographer, Salary . wi 600.00 
Social Security i ae 50.00 
Be Be eee eens 300.00 
aun Saini gia evebncncoseoeetotaies 250.00 
Committee Expense 500.00 
Michigan Cancer Bulletin, 10,000.00 
$ 19,700.00 
BP PIE, siccisSssascadccncassncndincacoczrannctseiesdondecceees 3,800.00 
$ -23,500.00 





REPORT OF ERNST & ERNST 

We have examined the balance sheet of Michigan State 
Medical Society as of December 24, 1948, and the 
related statements of income and expense and surplus for 
the period from January 1, 1948, to December 24, 1948. 
Our examination was made in accordance with generally 


accepted auditing standards, and accordingly included 


such tests of the accounting records and such other audit- 
ing procedures as we considered necessary in the cir- 
cumstances. 

In our opinion, the accompanying balance sheet and 
gtatement of income and expense present fairly the finan- 
cial position of Michigan State Medical Society at 
December 24, 1948, and its income and expense for the 
period from January 1, 1948, to December 24, 1948, in 
conformity with generally accepted accounting principles 
applied on a basis consistent with that of the preceding 
year. 


Ernst & ERNST 
January 15, 1949 Certified Public Accountants 


JMSMS 









I 


000.00 
000.00 
500.00 
400.00 
300.00 

1 800.00 

3,000.00 

},000.00 
900.00 

8,000.00 
600.00 


1,100.00 


1,500.00 
1,500.00 
1,500.00 
2,000.00 
1,500.00 
3,500.00 
1,500.00 


+,700.00 


1,800.00 


757.14 
},005.44 


762.58 


000.00 
737.42 





737.42 


,900.00 


,000.00 
000.00 
600.00 

50.00 
300.00 


800.00 


500.00 


State 

the 
is for 
1948. 
rally 
uded 
udit- 

cir- 


Biicotcr>es 


ee 


SANE ORC ETERTBGS on 





ANNUAL SESSION OF THE COUNCIL 


BALANCE SHEET—December 24, 1948 INCOME AND EXPENSES 

















PUBLIC EDUCATION PROGRAM 
From January 1, 1948, to December 24, 1948 


Balance of unexpended funds at January 1, 1948, as 
EMR, BOR I scons scsv can coca ensepcevasscocnttacensvassvsenassinteesed $ 70,793.96 
Net income for the period, as shown below ..................++ 29,206.04 


Balance of unexpended funds at December 24, 1948, 
OS eee $100,000.00 


Marcu, 1949 
























Income from assessment of members ..............:c:scscseeseseeseseeeees $115,779.07 
ASSETS Expenses: 
ee eee pasted veionicceniniemi ain ene $ we 
sh ; I ONE NE or sch crack ons vycdewsao busca unnnbsdecdscusscnsegseash saapeaeeeetats 23. 

_ GePOsits .....-..-secsereeseesesseeeenrenzentessnsessnnes $ 24,954.22 Telephone and telegraph ..................0.00008 a om 1,170.39 
Cash for - se ES ets a eons Come ene ey Printing, stationery, and supplies . 996.28 
Office Cash LUMA .......--secsrerseseeeeeseseetetseesnenenens ° RUNNIN vaszcsveapiccnecthi cost acsieinemdeepisonerete ; 1,485. 
Savings eposits—Note A .....esecseeseceeseeens 70,619.47 $ 96,434.01 Office equipment and repairs §...........0...ccscecscscssesssssscssscscsesers 688.4 

; a aaa MI Bee char eats cr aana teats pee eae cewuesncnasicnediees 1,667.76 

Accounts. Receivable 9 Public relations and secretary’s conferences. .................... 3,077.58 
AdvertiSIMg .------csserersersereeserseesseeeeeten: sereseecencesenes $ 3,248.97 SS PO eee ae eee 2,957.34 
Space at 1949 Postgraduate Clinical National conference on medical service ..............cc0ccc0c0 719.39 

Conference  ...-..-...ccecsersensteersenenseessenenenesnersnsees 5,200.00 anne RSA ESIEDS SES RSLS eaten ee Ter NCR eee 846.4: 
Se ah a a Newspaper programs 
, , $ 8,448.97 B I TN 2 i a De og enced evs bd ww hden case SVE E MBER J 
Less allowance for losses in collection ...... 100.00 8,348.97 SENOGl PLORTAM: aNd TWTATIES ...............00s.0cecssessssseceesnsssesesess 852.6: 
ia ae eee UNNI oo fon sscs heaves ov ABest eI AR 332.21 

Securities—at cost (aggregate market or IDS Seis os Seccenias= aeasli ata savcancacsatscast aah iatalan naneecmaas 15,096.82 
redemption prices $87,205.10) | United - RUDE TAGMILIT CONLORDEINEE: <.., 5055405010505 soveeaccocevsssusceesosvevessdencscastyes 2,966. 
States Government bonds—Note A ............ $ 81,287.8 Commission on health care (a committee of Hse 
Other bonds .......---cscsssssssceesessseessssennnseennnee 188.75 89,476.60 MI ills aed aah ce ama nie ee meee 8,383.56 

eS ee $194,259.58 fo RS RS SO ete ee ee 1,492.83 

a Bi SN AR Oe | ce er eee $ 96,861.82 

LIABILITIES Less expenses charged to general expenses of Society ........ 10,288.79 

s Payable wastes 

ay meena cme and miscellaneous met 2 770.92 $ 86,573.03 
“= | he NET ENCORE cnn $ 29,206.04 
Jnearned Income a 

pony yg a $ 333.00 RHEUMATIC FEVER CONTROL PROGRAM 
Salgt nical a... acct 8,260.00 8,593.00 From January 1, 1948, to December 24, 1948 

—_— Balance of unexpended funds at January 1, 1948, as 

Reserves—for unexpended funds received for OE Bair oni osssiscccccceccssasesictocctecs earaanneanienh $ 4,849.78 

special purposes Grants from Michigan Society for Crippled Children 
Public Education Program ...............:00 $100,000.00 SNE TNR. GI oes ccstccimsexccerecs ce oon 21,421.73 
Rheumatic Fever Control Program ........ 10,084.28 mba Ce 
Lecture grant (no change in 1948) ........ 500.00 110,584.28 $ 26,271.51 
Less expense for the period, as shown below ................... 16,187.23 

Surplus eniniiegeeeanes 
"ieee at January 1, 19468 ........................: $ 80,575.85 Balance of unexpended funds at December 24, 1948, as 
Net expenses for the period from January OCU AER. WRI ssincciccs uc cccocpuacay Bedceanccpurerars tte ockeavcacenietanseseO $ 10,084.28 

1, 1948, to December 24, 1948 ................ 8,612.36 71,963.49 EXPENSES 
Expense of central office: 
$194,259.58 NER SRR ROE OARS Morente ered nnee nS OMRCOee eee $ 499.99 
a IIE IE TNMRRINININSS, 55550, conckcscesustssnceacevcrsseseerecseGenennetes 980.66 
I os... crs sss arawscyceheaseae ons eeaereereneoneauies 706.27 
Nore A—Savings deposits in the amount of $70,000.00 and RN NE Sores os chcarinn pxecocescecevasns ie 43.00 

United States Government bonds in the amount of $30,000.00 have PUDUCHLIORS BUG POMADENOtS: .....<.csccesscsvensoscessccvsscesosseetassnenss 1,129.74 

been designated as applicable to the reserve for Public Education ene eee 170.45 
Program. TONMCIRNINNS — 5nccss o5psccpivonsavcoSen cesuctpntbsesncesen tucasdvasetotbanuncbsabaneh 4.1 

$ 3,534.23 
INCOME AND EXPENSE STATEMENT Expenses of local consultation and diagnostic centers— 
advances and expenses: 
From January 1, 1948, to December 24, 1948 Alpena, meneame $ 527.24 
MME, cocci Seen ss laxccwsevesbesgecce ea acecs Th teabncue OE oa 

Income : TEESE ae acer irene rte toe enon nen eer uno 1,604.00 
Membership fees  ........:--sccvssscsscssssrerseansessssseesgp ID9S7B.99 EE 3,500.00 
Dues of military members paid in prior On |S SS ae ance tates tre eye oan eee 2,514.39 

years and carried as deferred income .... 2,400.00 Ie, en oe rome eee — 
a er EO On ne nee Seen tee 1,000.00 
: $ 57,978.93 EES oe ete on ere ney eon Ons 507.37 

Less portion allocated to income of ‘‘The (ES nn erent tet Oe rr ies nahn eeen ere eye ,000. 
Journal” for subscriptions ...............00 7,251.76 $ 50,727.17 TS READE SAS RIES eG CSS: _ 
————— NN EI coos ccecocscecasccvececvaicasesvcsbecatsterevssasavesnatmecseanbonens ec — 

Income from ‘‘The Journal” ..........:0s0 6,372.37 EE SORELLE LLL ALERT. EIS 500.00 

Interest: TE IED oss csc te econ xapcceestanceoncetecss bo tequneastvn oer RRA CRS 500.00 
IN NUN Sais csccs vs ccnteenccu scons chcvanszeazvecucseee $ 2,420.70 sciclspaaecitindlac 
Ce rane sterig recent 621.50 3,042.20 $ 12,653.00 

Adjustment of estimated liability pro- TOCAL, BGENGES ikke $ 16,187.23 
VIGOR FOF TE PEIOE YORE... ..06..nesesssccssecseserese 5,000.00 ae ARTE 

Assets received on liquidation of trustee- 
ship of William A. Hyland ...............00 4,462.84 

MiisceMameGus iMCOMRE:. ........c.ccscccccsesesreseseesscees 75.00 Cc 

Rag SI C2 TIN omments 
CR, I ooops scccicecd ccareuccasdissccenccesipenerniet $ 69,679.58 

Expenses ichi ‘ i i ized o 
Administrative and general  .............:.00 $ 35,723.82 The Michigan State Medical Society papcealiata att sony " 
RRR RI cscacecerosxcoouseedacchouavesies an September 17, 1910, under the laws of the State of 
A i IB PSI OF oe 081. er ‘ ‘ 
ae. 14°548.29 Michigan as a corporation not for pecuniary profit. The 

Portion of expenses of Public Education 
Me se 10,288.79 78,291.94 Charter was extended on November 10, 1941, for a 

To period of thirty years from September 17, 1940. The 
De TR asics ccicncirnninnes $ 8, — Society is affiliated with the American Medical Associa- 


tion and it charters county medical societies within the 
State of Michigan. The purposes of the Society are the 
promotion of the science and art of medicine, the pro- 
tection of the public health, and the betterment of the 
medical profession. In the furtherance of these purposes 
the Society publishes “The Journal of the Michigan 
State Medical Society.” 
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The balance sheet at December 24, 1948, is sum- 
marized as follows: 


ASSETS 
sc snl shcaabiccac ag aay Ria actiacian awa adanalibatataaiaaia $ 96,434.01 
Accounts receivable  .......0..:..:.c--cescssscssessssesscssesessnrsssesecossonssssssseese Stem 
MII os sccccequakevestniaetoneditoneatennyocceusanevaneomnasestinaieastaeteneietoasiad 476. 

$194,259.58 
LIABILITIES 
Accounts payable ...........::-:ss:ssecsssssssseenssnesnesccnssnenenenecnsencsnenteneaneey $ ey 
Unearned income ...............sccesssecse-sceneeeeeees ssconsssenscgsenscsssssenees ee. — 8,993. 
Reserves for unexpended funds received for special 0500.28 
PUFPOSES ......cseccseecssees sessseeesneessuessncssneconecnnesenneennscnnsessnannnacnnnensnnees 1 10 es 49 
Surplus o.ne.eecceecssessecssecsssenccnneesuecsnsssecsnecsnecsnanssnncenscsnacsnsecnscnnegnsceareenes 963. 
$194,259.58 





Schedules included hereinafter show in greater detail 
the income from “The Journal” and the expenses of 
the Society in comparison with the respective budgets. 
“The Journal,” as in prior years, has been allotted $1.50 
from each membership fee. 


Accounts receivable for advertising were classified as 
to period of charge and are summarized in comparison 
with a similar classification at December 31, 1947, as 
follows: 


December 24, 1948 
Amount Per cent 
eee $3,133.50 96.45% 
68.50 2.11% 

46.97 1.44% 


MII iss sinieriesaslnitinnaliaiitdibaiiale $3,248.97 100.00% 


PERIOD OF CHARGE 

October, November, and December . 
uly, August, and September ..... : 
Torey to June, inclusive ............... : 










Our examination of accounts receivable as of Decem- 
ber 24, 1948, included tests of the balances by commu- 
nication with selected debtors. It is our opinion that the 
allowance of $100.00 is sufficient for losses in collection 
of the accounts. 


The changes in bonds owned during the period were 
as follows: 


Balance at January 1, 1948 ......:.....:-ccccsscscscosconscvcssesesseseeseseresesss $ 83,125.90 





ADDITIONS 


Purchase of $5,000 United States Savings 
Bonds, Series 6. maturing March 1, 1960 .$ 5,000.00 
Increase in redemption value of United States 
Savings Bonds acquired in prior years .... 148.20 
Bonds transferred from _trusteeship 
of William A. Hyland (on basis of 
cost): ‘ 
$1,000 Grand Rapids Affiliated 
Corporation, 5%, maturing 
October 1 _ er ee $730.00 
$1,000 Southern Pacific Com- 
pany, 414%, maturing March 





Be NE . citpsccildheieseinsncipaibicbniieacensts 472.50 1,202.50 6,350.70 
Balance at December 24, 1948, (of which bonds in the 
amount of $30,000.00 have been designated for the 

IS CRE IR PUIOII) oo occescsessvseseseascceionsacesensecescecmieesveesio’ $ 89,476.60 








Bonds owned at December 24, 1948, have been stated 
at cost, adjusted for increases in redemption price of 
United States Savings Bonds. We inspected the bonds 
and accounted for the income from bonds for the period. 
At December 24, 1948, the aggregate cost of the bonds 
owned was $2,271.50 greater than the aggregate market 
or redemption prices. Details of the bonds are shown 
in a schedule in this report. 


The Executive Committee, in its meeting of April 21, 
1948, designated $40,000.00 of the cash in savings ac- 
counts for the use of the Public Education Program. 
This amount is in addition to cash in savings accounts, 
in the amount of $30,000.00, and United States Savings + 
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Bonds, Series G, in the amount of $30,000.00, desic ated 
for the same purpose in prior years. Unexpended unds 
designated for the Public Education Program at D 
ber 24, 1948, aggregated $100,000.00. 

The Society has a policy of waiving payment of dues 
by members in military or naval service and, in the 
event the dues were paid for the year of inductio: 
allow free membership for a designated period fol]: wing 
discharge from service. The balance of $2,400.00 for 
dues paid in prior years and classified as unearned dues 
at December 31, 1947, was taken into income in 1948 
inasmuch as few paid-up members now remain in the 
Armed Services. 

The Council, in its meeting of January 24, 1948. ap- 
proved the dissolution of the trust of which William A, 
Hyland was trustee for the Society. Upon dissolution 
the following assets were transferred to the Societv: 


Cash: 
Balance at January 1, 1948 oo... $ 3,235.34 
Interest subsequently _received—Grand 
Rapids Affiliated Corporation bond............ 25.00 


‘em- 


', to 


Balance at date of dissolution ..........c.cccsccsssssssessesssessseesecsseosss $ 3,260.34 
Bonds—at cost: on 
Grand Rapids Affiliated Corporation, 5%, 
ee ae... eee $ 730.00 
Southern Pacific Company, 412%, due 


Ee oe 472.50 1,202.50 
aeree $ 4,462.84 





The assets transferred from the trust have been in- 
cluded in income of the Society for the period. 

A statement of the expenses of the Committee on 
Rheumatic Fever Control is included in this report. A 
contribution of $21,421.73 was received during the year 
from The Michigan Society for Crippled Children and 
Adults, Inc., to be used in the furtherance of the So- 
ciety’s rheumatic fever program. The unexpended bal- 
ance of the contributions received has ‘beer reflected 
as a reserve in the accompanying balance sheet. 


EXPENSES 
From January 1, 1948, to December 24, 1948 


Administrative and general: 
alaries—administrative 





eats cial ca scabs ieee a a Se) 6,999. 
i Sa aeae ae sini) , 198.34 
wo Ta IS 3,472.47 
I ON IG psi ecscinnieicrscanrernccn 1,584.30 
Printing, stationery, and supplies ...........cccccsecsesseecseesecsssssee 2,059.33 
i REESE LEICESTER iis 1,957.54 
Insurance and fidelity bonds .........c:ss.cssssssssssesssucssesseessessseess 3,677.31 
SSIES ee ONAN SOS 695.00 
New equipment and repairs .............cssecssssssessesecsessssssessevesceeecs 5,105.85 
een 2,185.73 
i Bt Sa a eae 1,249.15 
TO sca soicpeahiniescbicccceneseBincettcaieester Sen las ee 538.88 

. ol, en nen, eee EE, oe $ 35,723.82 

Society activities: 
ete NTE, OES RT ey $ 7,657.68 
Delegates to American -Medical Association ..........c..0000e-+. 2,207.31 
House of Delegates expense ............ccccccccscsscssssesesessscsseseseseeeee 949.80 
ee 1,708.78 
rg nc ill we 9294. 
National conference on medical service .....c.ccccccsssescecsesoese 337.46 


7 =) eS i eee 195.70 




















Women’s auxiliary—annual meeting .......ccc.ccssccsessesessecoesseeee 600. 
ge a ere eee 698.45 
CL SEAR eee naOne eee Le RAE $ 15,649.58 
Annual and special sessions: 
Annual session: 
ee CRORE aR Lee peer $ 2,952.16 
EEE a a eae NN eee NRE 3,610.39 
EE NETS 141.46 
I TO a a ee 161.77 
Se el heen 381.01 
Officers’ night and Biddle oration ...........c.ccssscsecesssssseesseee 572.05 
ee PEE OE ee eae 869.87 
RASS eae SEIS LOS Ria Sete Rk 1,811.91 
Registration 720.36 
oO eee j 3,699.83 
State society night ....... * = 420.34 
> eee = & 262.66 
RNIN OO MINE UNI 650d ssccsanntanncah cavesecobacsoentoncdcicanmcas 214.60 
Miscellaneous general expense . .............ccccccssesesecesesescseees 943.77 


$ 16,762.18 
JMSMS 
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Postgraduate Clinical Institute: 












Salaries socéeconse gennesesensecseasansersesssenecssensessesennes neeeenssecerseseneeseeceanees $ 2,054.91 
Scientiic meeting, Committee meetings, Printing 
Mailing and postage, Exhibits, Press, Registration, 
Smoker, Hotel expense, Housing committee ex- 
pense. and Miscellaneous. .........-.sss-sssccssssssssssssssseesseeseeeesenee 4,479.37 
$ 6,534.28 
$ 23,296.46 
ss sales of display space: 

y he SESSION ...0..-.+++ sssossesesesseenssoee $ 13,580.00 
Postgraduate clinical institute 7,635.00 

$ 21,215.00 
RI Ns: © sabiccasccoad\ cs wssnsauncsuyecncnneesensdessescohacenai’ $ 2,081.46 
ommittee expense: 

“ee Rig eee ewer $ 5,000.00 
REN WHNIIIO hese ccessessscescenssies ae 120.86 
Heart and degenerative disease 93.85 
Industrial hygiene ....... 50.26 
Legislative .........-...--s00++. 2,238.58 
Maternal health ........ .. 77.53 
MRRREEE THRONOIND 5. cc0sscceccnicsesusvespscissesss 37.68 
Postgraduate medical education . 5,548.50 
Preventive medicine  ............000+ 59.17 
MMII EID co. ccchiccssrrcaxeccsessiecsascnsss 44.67 
i eeEES DIED \cscorccieeceesnsusevors 183.27 
Tuberculosis control .................. 37.6 
Venereal disease control ............... al 217.08 
National emergency medical service .............::0:::::+ 28.5 
Sundry other (including committees of The Counc 810.66 


ds asasdaae oestreontnecacstaveratomaiscessssstatgs eeceetatasetees $ 14,548.29 


CASH—December 24, 1948 


Demand deposits: 

















Michigan National Bank, Lansing— 
MMIEUEE BEML: Sis cece ccecrnccsiostaiaccn ese $ 23,329.93 
The Detroit Bank—Treasurer’s account .... 1,624.29 $ 24,954.22 
see ee. SRRMMI AGP ae eae Pan arse eae ve 848.32 
CRs NN UNI sno a sn scccstescavcsacocosessons 12.00 
Savings deposits—Note A: 
American State Savings Bank, Lansing ........ $ 5,050.24 
Bay City Bank, Bae Cty ances. .5..ncsc.ecccesssssseses-s 5,048.18 
Citizens Commercial & Savings Bank, Flint 5,035.42 
Dort National Bank, Mason ......... : . 5,037.50 
The Detroit Bank, Detroit . 5,049.22 
East Lansing State Bank, East Lansing .... 5,037.50 
Grand Ledge State Bank, Grand Ledge .... 5,037.50 
Flokt State Par, TEGee o.cccsscscsscssveesss 5,037.77 
Lakeview State Bank of Battle Creek 5,025.00 
Batik Gf Ecce, Seah onicscevsscceccsecescessenseeoes 5,050.12 
e Manufacturers National Bank 
bn, EE EN: RE eee 5,049.12 
Michigan National Bank, Lansing ................ 5,061.66 
Peoples Commercial and Savings Bank, 
EEE Oi Pe areas 5,050.12 
Wabeek State Bank of Detroit .................... 5,050.12 70,619.47 
I easier cathcee eee ee ee $ 96,434.01 


Note A—Savings deposits in the amount of $70,000.00 have been 














TOTAL designated for the Public Education Program. 
SECURITIES—December 24, 1948 
= Market or Market or 
Redemp- Redemp- 
Interest Interest Principal tion Prices tion Prices Income 
Description Rate Maturity Paid to Amount Cost 12-24-48 12-31-47 For Period 
Bonds held for general purposes: 
Canadian Pacific Railway Company ............. 4 % Perpetual 7-1-48 $ 2,000.00 $ 1,855.00 $ 1,880.00 $ 1,900.00 $ 80. 
Detroit Edison Company. ............scscsssssssssssess 314% 9- 1-66 9-1-48 2,000.00 2,187.50 2,016.00 2,162.50 70.00 
Grand Rapids Affiliated Corporation ............ 5 & 10- 1-55 10-1-48 2,000.00 1,650.00 1,900.00 1,920.00 100.00 
New York Central Railroad Company ......... 4 & 2- 1-98 8-1-48 2,000.00 1,173.75 1,200.00 1,260.00 80.00 
Southern Pacific Company. ............:sssssssssseees 1,% 3- 1-77 9-1-48 2,000.00 1,322.50 2,030.00 1,900.00 90.00 
United States Savings Bond, Series G........ 214% °*1- 1-57 12-1-48 5,000.00 5,000.00 4,735.00 4,740.00 125.00 
United States Savings Bonds, Series G......... 1% 2- 1-57 8-1-48 17,600.00 17,600.00 16,684.00 16,825.00 440.00 
United States Savings Bond, Series G........ 214% 6- 1-57 12-1-48 5,000.00 5,000.00 4,740.00 4,780.00 125.00 
United States Savings Bond, Series G. ........ 14% 12- 1-57 12-1-48 1,000.00 1,000.00 956.00 962.00 25.00 
United States Savings Bonds, Series G ........ 214% 5- 1-58 11-1-48 5,000.00 5,000.00 4,780.00 4,845.00 125.00 
United States Savings Bonds, Series G ........ 214% 3- 1-60 9-1-48 5,000.00 5,000.00 4,940.00 62.50 
United States Savings Bonds, Series D ........ 4- 1-49 1,300.00 1,274.00 1,274.00 1,222.00 52.00 
United States Savings Bonds, Series F ........ * 5- 1-53 2,500.00 2,152.50 2,152.50 2,087.50 65.00 
United States Savings Bon eries F ........ * 7- 1-53 700.00 593.60 593.60 575.40 18.20 
United States Savings Bonds, Series F ........ * 9- 1-53 500.00 424.00 424.00 1.00 13.00 
— states Trensury TORS ...0:.cccc.sss.cssocs 24% 12-15-72/67 12-15-48 8,000.00 8,243.75 8,040.00 8,017. 200.00 
nds held for Public Education Program: 
United States Savings Bonds, Series G care 24% 8-1-58 8- 1-48 30,000.00 30,000.00 28,860.00 29,340.00 750.00 
TOTAL §$ 91.600.00 $ 89,476.60 $ 87,205.10 $ 2,420.70 


*Bonds purchased on a discount basis. The amounts shown as 
cost of these bonds are the redemption values at December 24, 
1948, and the amount of income shown for the period is the 
increase in redemption value over that at December 31, 1947. 


THE JOURNAL 
From January 1, 1948, to December 24, 1948 














Income: 

SUNSerIpeIOMs FPOMA WISMAENS .......<...00ccscccccasessccsssessecessesesecces $ 7,251.76 
Other subscriptions ; 447.00 
Mees. ah. SRNR TER en eee ene ie URNA arene 42,091.17 
ne ee ee le eee oe 2,696.58 
$ 52,486.51 

Expenses: 
IN 0 cleat AN ce Sle ne WORN Oe ate $ 8,073.62 
Editor’s expense .......... . _1,849.22 
Printing and mailing ....... 25,013.21 
Ls ee eae 1,833.42 
Discounts and commissions on advertising sales 8,912.62 
RR aE en eC ET es 32.05 
$ 46,114.14 
BM TRIO, sca cischnssassseacisaccschenseetatiaciitnessincinceciavoel $ 6,372.37 


Marcu, 1949 








**These bonds were purchased in 1948. 





MEDICINE’S SORRY PLIGHT IN ENGLAND 
“Recent Impressions of Medical Practice in 


Great 


Britain” is an illuminating dissertation on England’s 
socialized medicine by Wm. H. Sweet, M.D., published 
in the New England Journal of Medicine, February 3, 


1949, page 168. 


The article shows the sorry plight of not only the 
family doctor, but also the consultant. A quotable sen- 
tence is: “I, myself, for example, have assumed that a 
faculty member of the staff of a teaching hospital could 
be little affected by any of the bruited changes—a no- 
tion that has been sharply challenged by observations of 
the current status of physicians in this and other cate- 


gories in Great Britain.” 


This article by Dr. Sweet should be read by every 
specialist and every practitioner of medicine in the United 


States. It is a “waker upper.” 
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PUBLIC HEALTH LOSING PERSONNEL 


Michigan’s local health departments are losing much 
needed professional personnel to higher paying agencies 
and to industry. 

So great is the exodus that there have been fifty-five 
changes in the fifty-four local health officer positions in 
the state in the past five years. As of January 31, nine 
health departments had no directors. Less than half 
the present health officers have been in health officer 
positions in the state more than three years. 

Local health departments of the state have only one- 
third the number of nurses needed to provide basic 
services. Of the positions budgeted, one-fourth are va- 
cant. Almost one-third of the nurses employed by local 
health departments resigned during the past year. 

There has been 100 per cent turnover in the number 
of sanitarians working for local health departments in 
the past five years. A total of 255 sanitarians would be 
required to furnish basic services in areas where there 
are local health departments. Of the 163 sanitarian jobs 
budgeted, eighteen were vacant the last of January. 

In addition to salaries commensurate with the educa- 
tion, training and ability required for the positions, and 
comparable to those paid by other agencies, an intensive 
training program to provide more public health person- 
nel and a retirement plan to provide more security, are 
needed to improve the situation. 

* * * 


N. Berneta Block, M.D., former consultant in maternal 
and child health with the Michigan Department of 
Health, has taken’ a position as assistant director in 
charge of Maternal and Child Health Services of the 
Isabella County Health Department. Recently Dr. Block 
was on the staff of the Vocational Rehabilitation division 
of the State Board of Control for Vocational Education. 
Previously she had served as director of maternal and 
child health services of the Territory of Alaska, and as 
health officer in Alger-Schoolcraft District and in Sanilac 
County. 

* * * 

A. B. Mitchell, M.D., Medical Director of the blood 
plasma program of the Michigan Department of Health 
since 1943 and an employe of the Department since 1936, 
resigned January 14, to take up new duties as county 
health officer in Medford, Oregon. 

*  & # 
STUDY IN DEPARTMENT 

Visitors and students from China, Belgium and Eng- 
land came to the Michigan Department of Health during 
January. 

Dr. Evan Yuan came from Shanghai, China, for a 
year’s study in the biologic division of the Laboratories. 

Miss Doris Walker, supervising nurse of the West 
Riding Ceunty Council, Yorkshire, England, studied 
public health administration and nursing in the Depart- 
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Michigan’s Department of Health 


Albert E. Heustis,s M.D., Commissioner 


PPPDDG 


ment and elsewhere in the state during January and 
February. Her visit was made possible through a Florence 
Nightingale International Foundation Fellowship. 

Dr. Van Lierde, syphilologist, from Brussels, Be!cium 
visited the laboratories and attended a session of the 
committee on the Serodiagnosis of Syphilis, as guest of 
Dr. Reuben Kahn of the University of Michigan. 


FILMS AND PAMPHLETS ON CANCER 


The Film Loan Library of the Michigan Department 
of Health has four films dealing with cancer which wil] 
help in planning Cancer Control Month (April) educa- 
tional activities. 

Cancer, a 17-minute sound film for lay audiences 
describes early symptoms, diagnosis, treatment, cause and 
method of spread. 

Choose to Live, an 18-minute sound film for high 
school and adult groups, is designed to offset fear of can- 
cer. It stresses the importance of prompt attention to 
any of the early signs of cancer and the need for addi- 
tional research. A short (11-minute) version of the film 
is also available. 


Time is Life, a 19-minute sound film for college and 
adult audiences, emphasizes the importance of early 
medical advice, discusses cancer treatment and hope of 
cure and the purpose and activity of the American Can- 
cer Society Field Army. 


Traitor Within, a 15-minute, sound color, animated 
film for high school and adult groups, tells of normal 
cell growth, the lawless multiplication of cancer cells, 
how cancef spreads and the possibility of curing and 
controlling the disease through x-ray, radium and surgery. 

The Department has prepared three pamphlets which 
are available in quantities. 

What You Need to Know About Cancer, a popular 
leaflet, tells all the average lay person needs to know 
about the disease, lists the common symptoms and urges 
early examination. 


Cancer Control, Some Questions and Answers, a bul- 
letin for teachers and pupils, was prepared to answer 
actual questions. It gives late information on cancer 
and contains a bibliography of books, pamphlets, bulle- 
tins and periodical materials for lay persons. 

Cancer in Michigan is a statistical bulletin on the 
incidence of cancer, and cancer deaths in the state. 

These are available from the local health departments 
or the Michigan Department of Health, Lansing 4, 
Michigan, in quantities. 


BRANCH, HILLSDALE FORM DISTRICT 


Branch and Hillsdate Counties now have a district 
health department. 
The boards of supervisors of the two counties took 


(Continued on Page 386) 
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Bowel Regulation 
in Peptic Ulcer... 


In the medical management of un- 
complicated peptic ulcer, “‘regula- 
tion of bowel function is essential. 
... A combination of antacid pow- 
ders . . . having mildly laxative 
effects or the use of a hydrogel sub- 
stance, such as agar agar or Meta- 
mucil, will produce results.”’* 




















By furnishing a water-retaining, gelatinous residue in the targe 
bowel, Metamucil acts gently without irritation to promote 


smooth, normal evacuation. 


METAMUCIL 


is the highly refined mucilloid of Plantago 
ovata (50%), a seed of the psyllium group, 
combined with dextrose (50%) as a dis- 


persing agent. 


S EKARLE RESEARCH IN THE SERVICE — 


*Gerendasy, J.: Modern Treatment of Peptic Ulcer, J. M. Soc. 
New Jersey 43:84 (March) 1946. 
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The Metabolor is designed for accuracy 
and simple operation. 
are easy to make with the calculator 
which is furnished with each unit. 


The absorber and valve assembly may 
be easily removed by the operator for 
thorough cleaning which is an outstand- 
ing feature of the Metabolor alone. 


Many other fine fine points make this 
instrument a desirable adjunct to your 
diagnostic routine. We will be pleased to 
give you a demonstration at any time. 


THE MEDICAL SUPPLY CORP. 


OF DETROIT 
TEmple 1-4588 
3502 Woodward Ave., Detroit 1 


The calculations 
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BRANCH, HILLSDALE FORM DISTRICT 
(Continued from Page 384) 






necessary legal steps to combine the two county health 
departments into a district department effective January 
1, 1949. 

There are now ten city health departments and forty. 
four county and district health departments in the state. 


POWERS LABORATORY HAS ANNIVERSARY 


Established January 18, 1939, to provide more rapid 
diagnostic service in the control of communicable dis. 
ease to physicians and health officers in the southern and 
eastern areas of the Upper Peninsula, the Powers Branch 
of the Michigan Department of Health Bureau of Labo. 
ratories has observed its tenth anniversary. 


The Branch laboratory, which received its first speci- 
men January 20, 1939, made 65,260 examinations includ- 
ing communicable disease, water and milk specimens in 
the fiscal year, 1947-48. In addition it distributed bio- 
logics made in the Lansing Laboratories to the physicians 
in its area. 

Marian Sprick, who has been at the laboratory since 
it opened, is Division Chief in Charge. John Towey, 
M.D., is director of Pinecrest Sanatorium in which the 
Powers Branch Laboratory is housed. 


INCIDENCE OF COMMUNICABLE DISEASE 





Disease January, 1949 January, 1948 
I, hsinschicsnclvbisetenziies 17 20 
III hicsstdationleshdahashandsslaien 690 771 
Lobar pneumonia ............ 99 64 
IIIED schh Nisicmcccehiinhanigiitatins 1,755 3,007 
Meningococcic meningitis 6 4 
I sei lincacieinicannineibinite 164 482 
IID sbicinsinerinssnniinaten 13 2 
ne 1,244 569 
EERE aT ear ee cee 787 1,123 
IY sninicicesiqnsahiouinins 443 464 
Typhoid fever .................... 1 1 
Undulant fever ................ 10 17 
IT icekaintaseusishiciisinitiast 0 0 


HUMAN GROWTH, EMOTIONAL NEEDS 
IN NEW FILMS 


Human Growth, the popular and well recommended 
film on maturation and reproduction, prepared by the 
E. C. Brown Trust Company and the University of Ore- 
gon Medical School for early adolescent children has 
been added to the Film Loan Library of the Department 
and is available for loan. 


The film demonstrates how sex education can be 
handled in schools, gives the classroom teacher a suitable 
instructional aid for presenting the biological facts of 
sex as a part of human growth and development, and 
illustrates a teacher-pupil relationship which is con- 
ducive to easy classroom discussion. It is suggested for 
parents, teachers and grades six to nine. It takes 18 
minutes showing time. The film should be previewed 


(Continued on Page 388) 
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Prescription Work 
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HUMAN GROWTH, EMOTIONAL NEEDS 
IN NEW FILMS 


(Continued from Page 386) 






by those who intend to use it in order that pupils may 
have adequate preparation for it. 

Meeting Emotional Needs in Childhood, a 33-minute 
sound film prepared by the New York University to 
show how parents and teachers may help the 7 to 10- 
year-old to develop desirable attitudes toward people 
and a sense of community responsibility as he grows 
older, has also been added. 

Both are 16 mm. films. 








AMCP STUDYING REVISION OF 
MEMBERSHIP STANDARDS 


Revised membership requirements for Blue Shield 
Plans affiliated with Associated Medical Care Plans are 
being studied by the Membership Committee, of which 
A. J. Offerman, M.D., Omaha, is chairman. 

Present membership requirements for plans belonging 
to AMCP are based upon minimum standards established 
by the Council on Medical Service of the AMA. The 
AMCP Constitution provides, however, that the Blue 
Shield Commission may impose further standards at any 
time. It is for the purpose of supplementing the Coun- 
cil on Medical Service standards that the Blue Shield 
Commission recently instructed its Membership Com- 
mittee to prepare a new and considerably strengthened 
set of membership requirements. 

Commenting on the proposed stiffening of Blue Shield 
standards, Dr. Paul R. Hawley, Chief Executive Officer, 
said, “Blue Shield is beginning to mean something in this 
country, and, for the security of all the plans, I think 
the plans should protect themselves by raising their 
standards of approval.” 





UNUSUAL GASTROINTESTINAL DISEASES 
(Continued from Page 362) 


who gave so generously of his time in consultation on 
the material presented. 
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TAILORED 
JUST FOR YOU! 






© Supplementing our complete stocks of fine suits ready-for-wear- 
ing, we also offer suits tailored to your individual order. You 
select your fabric from our finest imported and domestic woolens. 
Then, when you decide on whichever of our newest styles you pre- 
fer, our fitters note any changes to meet your individual require- 
ments. Your suit is then expressly cut and tailored for you by the 
most experienced hands in the business. 


Detroit’s Most 
Correct Address 























IMPROVE YOUR RESULTS 
IN CANCER OF THE CERVIX 








qa high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
tions employing the French technique illustrated 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
tion to protect the vaginal mucosa. Radium or Radon 
applicators for the treatment of Carcinoma of the 
Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
ing charges. Deliveries are made to your office or 
hospital for use at the hour you may-specify. 


THE RADIUM EMANATION CORPORATION 


GRAYBAR BUILDING Tel. MUrray Hill 3-8636 NEW YORK, N. Y. 





































Marcu, 1949 
Say you saw it in the Journal of the Michigan State Medical Society 





















































































































































IN MEMORIAM 









President 





normal shoe. 


The Sabel Line, 
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and Surgical Shoes 


Stuart 9. Rackham (o. 


CORRECT SHOES FOR MEN AND WOMEN 
2040 PARK AVE. 


Opposite Women's City Club 
Stuart J. Rackham 
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RADE MARR 


the Pre-walker, 
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CLUB FOOT SHOE 
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Dotted line on cut shows outline of 
Shoe cut shows abnormal 
outward swing of Sabel’s Club Foot Shoe. 


Sabel’s Club Foot Shoes are for use after the doctor 
has over-corrected the position of the club foot. 
The outward swing of this shoe braced by the long 
outside counter will tend to keep the position the 
doctor desires. 


Sabel’s Surgical Shoes are carried in pattern and 
leather matching the Club Foot Shoes so that where 


required, even in split sizes, they can be fitted to 
the other foot. 
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Brace, Pigeontoe 


DETROIT 26, MICH. 


Clyde K. Taylor 


Manager 


WOODWARD 1-3820 
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In Memoriam 








HARRY BROWN BRITTON, M.D., of Ypsilanti, 
Michigan, was born on March 9, 1874, in Dayton, Ohio, 
and was graduated from the University of Michigan 
Medical School in 1897. He practiced medicine jp 
Ypsilanti for fifty years; served in World War I, and 
in World War II, he was Assistant Flight Surgeon at 
the Willow Run Bomber Plant from June, 1942, to 
December, 1945. He was President of the Washtenaw 
County Medical Society in 1929 and was elected to 
Emeritus Membership in the Michigan State Medical 
Society in September, 1948. Dr. Britton passed on, 
January 7, 1949, in Ypsilanti, at the age of seventy. 
four vears. 










THOMAS JOSEPH CARNEY, M.D., of Alma, Michi- 
gan, was born August 15, 1869, in Watkins Glen, New 
York, and was graduated from the Long Island Col- 
lege of Medicine in 1898. He was a former mayor of 
Alma, Michigan, and was a member of the Gratiot- 
Isabella-Clare County Medical Society, the American 
Medical Association, and the Michigan State Medical 
Society. Dr. Carney had practiced in Alma since 1915 
and died there on January 3, 1949, at the age of seventy- 
nine years. 


EDWIN JAMES EVANS, M.D., of Ontonagon, 
Michigan, was born on October 19, 1871, and was grad- 
uated from the Wayne University College of Medicine 
in 1896. Dr. Evans was Commanding Officer of the 
92nd Division Field Hospital, and Regimental Surgeon 
of the 365th Infantry Regiment during World War I. 
He was a member of the Ontonagon County Medical 
Society, the Michigan State Medical Society and the 
American Medical Association. Dr. Evans retired from 
active practice in 1943 and died on January 9, 1949, in 
Ontonagon, at the age of seventy-eight years. 


GILBERT E. FRANK, M.D., of Harbor Springs, 
Michigan, was born on October 19, 1879, in Ontario, 
Canada, and was graduated from the Detroit College of 
Medicine ia 1901. Dr. Frank was a member of the 
Northern Michigan Medical Society, the Michigan State 
Medical Society, and the American Medical Association. 
He retired from active practice in 1946 due to illness 
and passed on at the home of his brother-in-law, in St. 
Johns, Michigan, December 20, 1948, at the age of 
sixty-nine years. 


PARKER BLAIR GAMBLE, M.D., of Detroit, Michi- 
gan, was born April 14, 1886, in Chattanooga, Tennes- 
see, and was graduated from the University of Michigan 
Medical School in 1913. He was former head of the 
staff at the Dunbar (Parkside) Hospital. He was a mem- 
ber of the Wayne County Medical Society, the Michigan 
State Medical Society, and American Medical Associa 

(Continued on Page 392) 
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tion. He was also a member of the Iota Boule and 
Alpha Phi Alpha fraternities. Dr. Gamble died in De. 
troit, December 27, 1948, at the age of sixty-two years, 


HENRY HULST, M.D., of Grand Rapids, Michigan, 
was born on June 25, 1859, in Friesland Province, The 
Netherlands, and was graduated from the University of 
Michigan Medical School in 1888. He was a former 
President of the American Roentgen Ray Association and 
a member of the Kent County Medical Society, the 
Michigan State Medical Society, and American Medical 
Association. Dr. Hulst came to the United States in 
1874 and after graduation from medical school worked 
at the Traverse City State Hospital. After this work 
he studied hypnotism, as used in medical practice, in 
Paris, France. He was one of the pioneers in x-ray work 
in this country. Dr. Hulst died on January 2, 1949, 
in Grand Rapids, at the age of eighty-nine years. 


BERTHA LOVELAND SELMON, M.D., of Battle 
Creek, Michigan, was born on December 15, 1877, in 
Columbus Grove, Ohio, and was graduated from Battle 
Creek College in 1898 and the American Medical Mis- 
sionary College in 1902. Dr. Selmon and her husband, 
also a doctor of medicine, practiced for twenty-two years 
in China, prior to returning to Battle Creek. She was 
President of the Michigan Branch of the American Med- 
ical Women’s Association from 1934 to 1936; was a 
Life member of the Calhoun County Medical Society 
and of the Michigan State Medical Society and a mem- 
ber of the American Medical Association. Dr. Selmon 
died on January 25, 1949, in Battle Creek, at the age of 
seventy-one years. 


HAROLD KOCH SHAWAN, M.D., of Detroit, Michi- 
gan, was born January 9, 1884, in Mt. Vernon, Ohio, 
and was graduated from Western Reserve University 
School of Medicine in 1909. He was Professor of Surgery 
at Wayne University for seventeen years and was on the 
staffs of Grace, Deaconess, St. Francis and Receiving 
Hospitals. Dr. Shawan was a member of the Wayne 
County Medical Society, the Michigan State Medical 
Society, and the American Medical Association. He died 
suddenly in his office in Detroit on January 11, 1949, at 
the age of sixty-five years. 





AUREOMYCIN IN DENDRITIC KERATITIS 
(Continued from Page 352) 


5. Ross, Sidney; Schoenbach, Emanuel B.; Burke, Frederic G.; 

Bryer, Morton S.; Rice, E. Ch arence, am Washington, John 
: .es therapy of Rocky "Mountain spotted fever. 
J.A.M.A., 138:1213, (Dec. 25) 1948. 

6. Spink, Wesley W.; Beande, Abraham, I.; Castaneda, M. Ruiz, 
and Goytia, Roberto Sylva: Aureomycin therapy in human 
brucellosis. J.A.M.A., 138:1145, (Dec. 18) 1948. 

7. Wright, Louis T.; Sanders, Musvay; Logan, Myra A.; Prigot, 
Aaron, and Hill, "Lyndon M.: Aureomycin, a new antibiotic 
with virucidal properties. J.A.M.A., 138: 408° (Oct. 9) 1948. 
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A SOUND DIAGNOSIS 

With the professional calm expected of them, Michi- 
gan doctors have offered an antidote to feverish plans 
for a huge medical bureaucracy. 

They offer a sound plan under which every individual 
will be able to obtain hospital and medical care. 


Instead of a huge, socialistic health program pro- 
posed by government planners the medics suggest expan- 
sion of existing facilities, the Blue Cross and the Blue 
Shield, for universal medical protection. 

The difference is like that between a spectacular and 
radical operation, through which the patient may not 
live, and quiet, intelligent treatment to restore the 
patient to health. 

The Michigan Medical and Michigan Hospital serv- 
ices, known respectively as the Blue Shield and Blue 
Cross, now provide a budget plan, similar to insur- 
ance, to pay for medical treatment. 

The doctors propose machinery to include every one 
under them. Those dependent upon government for 
treatment would be cared for by government contribu- 
tion to the agencies as the progressive Veterans Admin- 
istration now treats ex-service men through the medical 
service. 

Under the doctors’ plan, the cost of medical treat- 
ment would be the whole cost—bureaucracy cost would 
not exist. 

The doctor and his patient would still be individ- 
uals—and the bureaucrat would not be there to meddle. 

The doctors’ diagnosis of the national health problem 
is sound; government would do well to follow the pre- 
scribed treatment.—Detroit Times, January 13, 1949. 


MISCELLANEOUS 





The Mary E. Pogue School 


Complete facilities for training Retarded and 
Epileptic children educationally and __ socially. 
Pupils per teacher strictly limited. Excellent 
educational, physical and occupational therapy 
programs. 

Recreational facilities include riding, group 
games, selected movies under competent super- 
vision of skilled personnel. 


Catalogue on request. 
G. H. Marquardt, M.D. 
Medical Director 


26 GENEVA ROAD, WHEATON. ILL. 


(Near Chicago) 


Barclay J. MacGregor 
Registrar 








CLOUDS ARE GATHERING 


The important fact is that the practice of medicine 
and the care of the sick have reached in the United 
States the highest level any country has ever seen. We 
may be sure continued effort along the same lines will 
bring ever greater improvement. 

But there is trouble on the horizon. Politicians, at 
the instance of Marxist schemers, have long had their 
eye on this whole business of the care of the sick. Great 
Britain has politicalized her medicine, which means simply 
that political bureaucrats have stepped in, and from 
now on will tell doctors, dentists, nurses, and patients 
what to do to the very last detail. 

And the same political move threatens here and now 
in the United States. It will rise to full height during 
the coming session of Congress. A supreme effort is to 
be made to convert our magnificent system of caring for 
the sick into a Government-run machine of political 
medicine. 

The fate of 160,000 doctors is at stake. But, more 
important still, is the stake of the 148,000,000 people 
to whom they minister. 

If you, Mr. and Mrs. America, are willing to let 
Government bureaucrats tell you just how your sick 
and injured are to be cared for, then pay no attention 
to this letter. But if you are not willing, now is the 
time to do something about it. 

It may shock many to be told that the incomparable 
fabric of American medicine has enemies, and that these 
enemies wish first to destroy it, and then replace it by 
something else under their own control—MeErwin K. 
Hart, President, National Economic Council, Inc. 
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A' the request of some of our friends we 
are installing the latest Sanborn Elec- 
trocardiograph Machine. 


The results will be interpreted by a well 
known heart specialist. 


Call or Write 
Physicians’ Service 
Laboratory 


Reg. No. 26 
610 Kales Bldg. Detroit 26, Mich. 
WOodward 1-7940 
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No Test Tubes - No Measuring + No Boiling 


Diabetics welcome “‘Spot Tests’’ (ready to use dry 
reagents), because of the ease and simplicity in using. 
No test tubes, no boiling, no measuring; just a little 
powder, a little urine—color reaction occurs at once 
if sugar or acetone is present. 


Catatest cee -cetone Test (DENCO) 


FOR DETECTION OF FOR DETECTION OF 
SUGAR IN THE URINE ACETONE IN THE URINE 





SAME SIMPLE 
TECHNIQUE FOR BOTH 


A carrying case containing cne 
vial of Acetone Test (Denco) 
and one vial of Galatest is now 
available. This is very conven- 
ient for the medical bag or for 
the diabetic patient. The case 
also contains a medicine dropper 
and a Galatest color chart. This 
handy kit or refills of Acetone 
Test (Denco) and Galatest are 
obtainable at all prescription 


COLOR REACTION IMMEDIATELY | Pharmacies and surgical supply 
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1. A LITTLE POWDER 
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2. A LITTLE URINE 











Accepted for advertising in the Journal of the A.M.A. 
WRITE FOR DESCRIPTIVE LITERATURE 


rheetone Test \vinco)... Galatest — 


The Denver Chemical Manufacturing Co., Inc. 
163 Varick Street, New York 13, N. Y. 








Communications 








DEPENDABLE LABORATORY SERVICE 


Specializing 









HOUR PREGNANCY TEST 
~ th Gonestrone 


Almost 100% accurate in approximately 
12,000 tests made in our laboratories. 


The GONESTRONE, latest and most dependable of 
the tests to determine pregnancy, is a modification of 
the Aschheim-Zondek and Friedman Tests, originated 
by Drs. Salmon, Geist, Frank and Salmon. Countless 
physicians have found our clinical and chemical serv- 
ice thorough and exact. Pleasant, well-equipped exam- 
ining rooms for your patients. Fees are reasonable. 


Central Laboratories 


CLINICAL AND CHEMICAL RESEARCH 


312 David Whitney Building Detroit 26, Michigan 
Cherry 1030 


Directors: Joseph A. Wolf 


Dorothy E. Wolf 
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AN OPEN LETTER TO THE MICHIGAN 
STATE MEDICAL SOCIETY 
January 31, 1949 
Editors of “The Journal” 
Michigan State Medical Society 
610 Post Building 
Battle Creek, Michigan 
Gentlemen: 

Your reference to the Better Business Bureau in a 
recent editorial indicates the need for a brief review 
of the Bureau’s campaign to expose the rebate or “kick- 
back” racket in the sale of eyeglasses and to put the 
brakes on those oculists, optometrists or opticians who 
have tried to keep right on exploiting the pocketbooks 
of the eyeglass buying public. 

It was just a year ago that “The Journal of the Amer- 
ican Medical Association” published its forthright and 
forceful editorial condemning “barter and trade in the 
sick patient”; complimenting Better Business Bureaus, 
notably Los Angeles’, for exposing the “kickback” evil; 
and urging every state and county medical society in 
the country to take steps toward ridding the medical 
profession of these profiteering “‘parasites.”’ 

On the heels of the Detroit Bureau’s disclosure that 
optical supply houses here were charging referral pa- 
tients as high as $12 for eyeglass frames wholesaling at 
$2.75, with the difference kicked back secretly as a com- 
mission to many prescribing doctors, The Detroit Oph- 
thalmological Society on March 11, resolved to individ- 
ually and collecively discontinue the rebate system and 
on March 29, the Council of the Wayne County Medical 
Society went on record as believing the entire system of 
hidden compensation should be discontinued. 

Subsequent Bureau investigation disclosed continued 
price gouging by certain doctors who collected the padded 
prices in their own offices instead of having it done for 
them at the optical supply house—thus obviating any 
need for month-end “kickback” checks. Following ex- 
posure of this persistent exploitation of the public, the 
Council of the Wayne County Medical Society went on 
record as disapproving rebates, kickbacks or resale for 
profit of any commodity used in rendering medical service 
as unethical. 

The Council’s constructive stand on this profit ques- 
tion was favorably publicized in the metropolitan press 
and Detroiters are today able to buy glasses at substan- 
tial reduction from the padded prices which prevailed a 
year ago. This isn’t just an opinion, but has been dis- 
closed by a Bureau survey completed within the past 
ten days. This survey also showed that there is still 
a startling variation in the prices being charged on iden- 
tical glasses and frames by the various doctors’ offices, 
optical supply houses and retail outlets checked . . . and 
that alert comparative shopping, which the Bureau has 
been urging the eyeglass buying public to do in its own 
protection, pays. 

It was particularly interesting to note that while 
your recent editorial attempts to defend the contin- 
ued merchandising of glasses by the eye doctor— 
“for the well-being and satisfaction of his patient’— 
we found one of your most vocal advocates of “merchan- 
dising” collected $15 for the eye examination of our 
shopper and then asked $18 for a pair of single vision 
plastic frame glasses which wholesale for $6 complete. 

Based upon its firsthand experience, shopping and con- 
sumer complaints, the Bureau applauds the uncompro- 
mising stand the Council of the Wayne County Medical 
Society took publicly last September and herewith urges 
your state group to folléw the nationally significant lead 
set by the Wayne County Society and its “non-profit 

(Continued on Page 396) 
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North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
225 Sheridan Road Medical Director Phone Winnetka 211 








At last ...alow-cost unit for ELECTROSURGERY 


orien. “ts 


The BIRTCHER a 
BLENDTOME PORTABLE 
ELECTROSURGERY UNIT 


For the doctor who needs the advantages of 
electrosurgery without costly investment the 
BLENDTOME is the right answer. 


The BLENDTOME is a low-cost electrosurgical 
unit that weighs only 28 pounds—yet has 90% 
major-unit facility for performing scores of surgery 
technics ‘in doctor’s office or at the hospital. It 
isn’t just “more equipment”—the BLENDTOME SF 
is a portable unit the doctor will use constantly in Send for reo beukiet cheet tee MRED. 


his practice for biopsy, cervix conization, rectal . 
polyps, surface growth removal and numerous TOME and learn how this portable elec- 


other technics. Only the BLENDTOME offers trosurgical unit can help your practice 
the doctor such low-cost, major-unit facility—it —at small cost to you. 
will justify itself in a surprisingly short time. 


NOBLE BLACKMER, INC. 





ARE AES 





267 W. Michigan Ave. _. Jackson, Michigan 
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DeNIKE SANITARIUM, Inc. 


Established 1893 
ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 
GEneva 6333-4 
CAdillac 2670 


626 E. Grand Bivd., Detroit 7 


A. James DeNike, M.D., Medical Superintendent 














































































































































































































Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technique, two 
weeks, starting March 21, April 18, May 16. 
Surgical Technique, Surgical Anatomy and Clinical 
Surgery, four weeks, starting March 7, April 4, 
May 2. 
Surgical Anatomy and Clinical Surgery, two weeks, 
starting March 21, April 18, May 16. 
Surgery of Colon and Rectum, one week, starting 
March 7, April 11. 
Esophageal Surgery, one week, starting June 13. 
Thoracic Surgery, one week, starting June 20. 
Breast and Thyroid Surgery, one week, starting 


que 27. 
GYNECOLOGY—Intensive Course, two weeks, starting 
March 21, April 18, June 20. 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing April 4, May 16. 
OBSTETRICS—Intensive Course, two weeks, starting 
March 7, April 4. 
eee" yee Course, two weeks, starting 
pril 4. 
Electrocardiography and Heart Disease, four weeks, 
starting March 16. 
Personal Course in Gastroscopy, two weeks, starting 
March 7, May 16. 
Diagnosis and Treatment of Congenital Malformation 
of Heart, two weeks, starting June 13. 
PEDIATRICS—Intensive Course, two weeks, starting 


April 4. 
a etree Course, two weeks, starting 

ay 2. 
CYSTOSCOPY—Ten-Day Practical Course every two 


weeks. 
UROLOGY-—Intensive Course, two weeks, starting 
April 18. 


General, Intensive and Special Courses in ell Branches 
of Medicme, Surgery and the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: Registrar, 427 S. Honore St., Chicago 12, Ill. 
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members and get a similarly constructive program under 
way in the other cities of Michigan in which no such 
protective steps have as yet been taken in the public 
interest. 
Sincerely yours, 
BETTER BUSINESS BUREAU 
of Detroit, Inc. 
H. I. McE.pownyg 
General Manager 
cc: Wayne County Medical Society 
American Medical Association 
Los Angeles Better Business Bureau 
Association of Better Business Bureaus 





February 3, 1949 
Mr. McEldowney, Manager 
Better Business Bureau of Detroit 
819 Transportation Building 
Detroit 26, Michigan 
Dear Sir: 

I have just received your open letter to the Michigan 
State Medical Society about the “Rebate Racket” in the 
sale of eyeglasses and at the same time find the re- 
lease in the Detroit Free Press making some of the facts 
of this letter public. 

We have nothing to conceal. You have certainly 
misinterpreted the editorial comments of our JouRNAL 
which have definitely and for years opposed the rebate 
plan. Within the year, we published the complete Code 
of Ethics of the American Medical Association to cover 
this subject and we published the excerpts from the 
Law of the State of Michigan prohibiting rebates. 

If the proper diagnosis of the eye cases and, inci- 
dentally the fitting of glasses, were a purely commercial 
proposition, we would advocate that the doctors of medi- 
cine get out of the glasses business; but we know s0 
well that the examination leading up to the proper fit- 
ting of glasses frequently uncovers eye diseases which 
cannot be diagnosed by others than well-trained oculists 
and in those cases the administrating of glasses is the 
same as administering a dose of digitalis or a hypodermic 
of adrenalin in acute asthma. If we were not allowed 
to give the digitalis or the adrenalin as a professional 
service but give it as a commercial transaction, I won- 
der where the practice of medicine would lead. 

I presume, though you did not say so, that you 
would like to have us publish your letter in THE JouRNAL 
and we have no objections to doing so, but we consider 
that you have already forestalled us by publishing in 
the public press. 

Very sincerely, 
Wirrrip HAUGHEY 





February 11, 1949 
Dr. Wilfrid Haughey, Editor 
The Journal, MSMS 
610 Post Building 
Battle Creek, Michigan 
Dear Sir: 

This will acknowledge your recent reply to our “Open 
Letter” addressed to the editors of THE JouRNAL. 

I do not believe that we misinterpreted your editorial, 
which lauds the House of Delegates of your State So- 
ciety for opposing—the word used in the editorial is 
“superseding’—the constructive action of the Council of 
the Wayne County Medical Society in disapproving 1¢- 
sale for profit of eyeglasses or any other commodity use 
in rendering medical service as unethical. Any such ad- 
vocacy of “merchandistng” by eye doctors, with its patent 
profit angle, is not only adverse to the thinking of the 
Wayne County Society and the Better Business Bureau 


(Continued on Page 398) 
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THE HAVEN SANITARIUM, INC. 


1850 PONTIAC ROAD 


Telephone 944] 


Leo H. BarTEMEIER, M.D. 
Chairman of the Board 
Emit L. FroeticHer, M.D. 
Clinical Director 
Mr. GRAHAM SHINNICK 
Manager 


A private hospital 25 miles north of Detroit for the 
diagnosis and treatment of mental and emotional 
illness—psychoanalytically trained resident physi- 
cians. 


ROCHESTER, MICHIGAN 








YOUR HOME IS 


ON THE SPOT 


* Unless 


you have our residence and outside theft policy. 
This broad form policy protects you, permanent 
members of your household and your servants, 
while at home, while living in a temporary res- 
idence or while traveling by train, boat or auto- 
mobile. 


* FOR LOSS * BY 
@ Of personal property @ Burglary 
® Of cash up to $100 © Theit 
Pie @ Larceny 
@ Of securities up to $500@ Hold-Up 
® Of property of others® Damage as a result of the 
while in your possession above 


THE LOW COST WILL AMAZE YOU 


Whiting wl Whiting 


GENERAL INSURANCE 
WOodward 5-3040 


520 FORD BLDG. * DETROIT 26 











ARTIFICIAL 
LIMBS 


New and Improved 
Artificial Legs 
and Arms 


Precision made, 

artificial limbs 

manufactured by 

us have made F. O. PETERSON 
All work under the 

Rowley users supervision of F. O. 

capable of doing Peterson, President. 

most everything J. L. Goskine, Vice- 

the normal person : 


E. F. Schmitt, Sec’y- 
can do. . Treas. 


FULL RANGE OF BRACES AND 
ORTHOPEDIC APPLIANCES 


TO. 8-6424 
TO. 8-1038 


E. H. ROWLEY CO. 


F. O. PETERSON, Pres. 


11330 WOODWARD AVE. . 


35 Years in Business 
BRANCH: 120 S. DIVISION ST., GRAND RAPIDS 


DETROIT 2 
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HOW T0 
APPLY A 


SCALP 
PATCH 


(1) Squeeze a small amount of Sta-Fast Cohesive on 
edge of gauze dressing and press to the scalp. Band- 
ages thus applied remain firmly in place—eliminate un- 
sightly, bulky head wrappings, tape and ties. Provide 
greater patient comfort—better appearance. 

(2) Spread a thin coating of Sta-Fast Cohesive over the 
surface of the scalp patch. Sta-Fast quickly forms a 
transparent protective film impervious to water, dirt, oil 
and chemicals. Patches stay clean longer, require less 
frequent dressing, are neat, comfortable, easy to apply. 





Save bandaging time and effort. Try Sta-Fast Cohesive. 
Available through leading Surgical Supply Dealers or 
write for free sample. 


DETROIT FIRST-AID COMPANY 


6335 Grand River Ave. Detroit 8, Mich. 











Gg. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone, Dial 2-4100—2-4109 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A.M.A. 
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but of the eyeglass buying public whose affliction should 
assuredly be free from exploitation. 


Whether or not you see fit to publish the Bureau’s 
“Open Letter” in the Journal, we wish to stress our 
conviction that protective steps in the public interest 
already taken in Detroit are overdue in the other Michi- 
gan cities in which your State Society has members. 


Sincerely yours, 


BETTER BUSINESS BUREAU 
of Detroit, Inc. 
H. I. McE.pownry, 


General Manager 
cc: Wayne County Medical Society 





Epiror’s Note: THE Journat has repeatedly con- 
demned the practice of kickbacks or rebates as a review 
of our various editorials will prove. We did, however, 
report the action of the House of Delegates of the 
Michigan State Medical Society last September in the 
editorial referred to in the December, 1948, issue, page 
1384. Unfortunately, a copy of the resolution which 
we used had been handed us by one of the delegates, 
and we did not have available the resolution as finally 
passed by the House in which the word “proper” was 
inserted in the seventh line, making the final clause 
“accept the responsibility involved in the proper mer- 
chandising of glasses to their patients.” 

The whole paragraph will, therefore, read: 


“It is the consensus of this House of Delegates that 
the ophthalmologist’s responsibility for glasses as a 
therapeutic agent is a medical problem not to be sep- 
arated from the eye examination,” and “we urge that 
the ophthalmologists keep within their management the 
supervision of optical problems, and accept the responsi- 
bility involved in the proper merchandising of glasses 
to their patients.” 


We do not believe this is a sanctioning of accepting 
rebates. We do believe that it is an approval by the 
House of*Delegates of the Michigan State Medical So- 
ciety of an important part of the work of the ophthal- 
malogist; that is, the complete service in caring for eyes 
which may, as proper treatment, require glasses. This 
involves a service to the patient over and above the 
mere testing of the eyes and writing a prescription, and 
in many cases this service is essential to the content and 
satisfaction of the patient. We are in no way approv- 
ing kickbacks or rebates, but there is a service in the 
proper management of glasses which the doctor may 
render and for which he is entitled to a profit. 





Mr. C. E. Wilson, President 
General Motors Corporation 
Detroit, Michigan 
Dear Mr. Wilson: 


The Council of the Michigan State Medical Society, 
in Annual Session on January 28-29, 1949, heard the 
report of your very worthwhile meeting of January 26, 
to organize the Michjgan Heart Association. 

The Council instructed that a vote of sincere thanks 
be extended to you and be spread upon the minutes for 
the fine work you have done in furthering the cause of 
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COMMUNICATIONS 


KForT; WAYNE; INDIANA, 


SS 


DETROIT Office: George A. Triplett, A. G. Schulz and Richard K. Wind, Representatives 
1015 Majestic Building, Telephone Cadillac 2556 or 1120 


the Michigan Heart Association and particularly the 
work of Michigan’s Rheumatic Fever Control Program. 
It gives me great pleasure and satisfaction to assure you 
that you have the gratitude of the Michigan State Med- 
ical Society and its 5,000 members. An appropriate 
acknowledgment of your activities will be published in 
THE JourNnaL of the Michigan State Medical Society, 
for all to see. 
We are grateful for your great help. 
Very respectfully yours, 
(Signed) L. FERNALD FosTER 
Secretary 
February 10, 1949. 


* * * 


Dr. L. Fernald Foster, Secretary 
Michigan State Medical Society 
2020 Olds Tower 

Lansing 8, Michigan 


Dear Dr. Foster: 


I have your letter of February 10, and appreciate the 
kind expression of the Michigan State Medical Society. 

I am confident that the continuing efforts of all of 
us who are interested in this program will produce results 
not only gratifying to ourselves but vastly beneficial to 
our fellow men. 

Kindest regards. 

Sincerely, 


February 11, 1949 (Signed) C. E. Witson 


Marcu, 1949 











Antibiotics 


Large supply of all of the antibiotics in our 
stock for immediate shipment. 


Streptomycin 
Dihydrostreptomycin 
Bacitracin 
Penicillin 


Procaine Penicillin 


The Rupp & Bowman Company 


315-319 Superior Street 
Toledo 3, Ohio 





399 


Say you saw it in the Journal of the Michigan State Medical Society 











° » 6 e o + 





The Legislatures of Arkansas, Nebraska, and Tennessee 
have memorialized Congress to vote against socialized 


medicine. 
* * * 


The Wagner-Murray-Dingell Bill has nothing to do 
with health. It is pure politics—American Medicine and 
the Political Scene, January 13, 1949. 


* * * 


R. J. Hubbell, M.D., of Kalamazoo, Councilor MSMS, 
addressed the Allegan County Medical Society on Febru- 
ary 1. His subject was “Public Relations Begins in the 
Doctor’s Office.” 


* i * 


President E. F. Sladek, M.D., Traverse City, addressed 
the Grand Traverse-Leelanau-Benzie Medical Society and 
its Woman’s Auxiliary, February 1, on “Socialized Medi- 


cine.” 
* * * 


Arch Walls, ‘M.D., Detroit, addressed the Bay County 
Medical Society at its mecting of January 26. His sub- 
ject was “Medical Public Relations and the ‘Grass Roots’ 
Approach.” 


* * * 


B. H. Van Leuven, M.D., Traverse City, has been ap- 
pointed by The Council to serve as Chairman of the 
Medical Section of the Michigan Rehabilitation Asso- 


ciation. 
— * * 


J. Earl McIntyre, M.D., Lansing, Secretary of the 
Michigan State Board of Registration in Medicine, ad- 
dressed the Annual Congress on Medical Education and 
Licensure in Chicago on February 8. His subject was 
“The Licensing of Hospital Resident Physicians.” 


+ + 


Total tax collections by Federal, State, and local gov- 
ernments represented an average of $344.46 for each 
of 144,000,000 Americans for the fiscal year ended June 
30, 1947. State and local governments each collected 
roughly one-eighth of the total, with three-fourths going 
to the Federal treasury. 


* *+ 


With the approval of Arizona Blue Shield Medical 
Service and the Illinois Plan, the number of voluntary 
prepayment medical care plans accepted by the AMA 
has grown to sixty-six. With a first quarter increase 
of 902,408 new members, membership in Blue Cross 
hospital service plans has passed the 30 million mark. 


* * 


Two hundred sixty thousand, one hundred and twenty- 
three beneficiaries of the United Mine Workers Welfare 
and Retirement Fund received sixty-eight million dollars 
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HAVE YOU PAID YOUR 1949 MEDICAL 
SOCIETY DUES? These are payable on or be- 
fore April 1, 1949. 





Doctor, this is your Society and it needs your 
support. 











in benefits up to January 1, 1949, covering a period of 
twenty months since the fund was launched by UMW. 
This is the first all-inclusive report submitted. 


* + 


Members of the Advisory Committee to the Michigan 
Medical Assistants Society, appointed by The MSMS 
Council, are E. A. Osius, M.D., Detroit, Chairman; W. 
D. Barrett, M.D., Detroit; W. E. Barstow, M.D., St. 
Louis; William Bromme, M.D., Detroit and C. A. Payne, 
M.D., Grand Rapids. 


= oe 


“Beginning Costs” in Germany (to finance its social- 
ized medicine bill) began with collection of $13.77 per 
insured member in 1885, but by 1929 the tax collection 
amounted to $99.24 per capita. Despite this great ex- 
penditure, Germany’s fight against disease lagged behind 
that of the United States’”—-Epwarp Wimmer, in Chris- 
tian Science Monitor, Dec. 18, 1948. 


* + 


Hugo Aach, M.D., Kalamazoo, a member of the 
MSMS Public Relations Committee, spoke to the Allegan 
County Medical Society on February 1. His subject 
was “The CAP Program of the Michigan State Medical 
Society.” He also spoke to the Plainwell Rotary Club 
on February 3 and to the nurses at Bronson Methodist 
Hospital on February 2. 

* * # 


Ted Malone, the Westinghouse Story Teller for ABC, 
gave his Good American award on February 16 to T. E. 
DeGurse, M.D., Marine City, whom he characterized 
“as a person who has devoted his life to things above 
and beyond the call of duty.” 

Congratulations, Dr. DeGurse. Thanks, Ted Malone, 
for honoring our confrére who merits this orchid. 


> &S «& 


Laboratory specimens, sent to the Michigan Depart- 
ment of Health, should be prepaid as follows. Indi- 
vidual containers—slides, 2c; swabs, 4c; small vials 
8c.c., 4c; and glass jars 1 oz., 6c. 

Bulk shipments require checking with your postoffice 
for rates on all shipments weighing one-half pound or 
over. 
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of St. Vincent de Paul 
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ernized for individualized care 
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Wayne University Graduate School, Detroit, recently 
instituted a new program leading to the degree of Mas- 
ter of Science in Ophthalmology, according to Dr. John 
J. Lee, Dean. It is intended for doctors wishing to spe- 
cialize in care and treatment of the eye and is offered 
through the facilities of the Wayne University College 
of Medicine. 

* * * 


G. L. Waldbott, M.D., J. J. Shea, M.D., and M. M. 
Harrington, M.A., of Detroit published an article in the 
Annals of Allergy (September-October, 1948 issue), en- 
titled “Adequate Diets in Advanced Chronic Asthma.” 

R. Glenn Smith, M.D., and Darrell A. Campbell, M.D., 
of Eloise, published an article in Surgery (October, 1948), 
entitled “Some Technical Considerations in the Arterio- 
graphic Examination of the Lower Extremity.” 

* * # 


“Medical education in Germany has fallen to low 
estate, due mainly to lack of good instructors and over- 
crowding of the schools. There are 450 students in the 
first year at Wurzbiirg, with sixteen students to one 
cadaver in dissection and four students for one micro- 
scope.” (Part of report by Richard A. Kearn, M.D., 
(Temple University), as result of inspection tour of 
army, general, and station hospitals in Germany and Eu- 
tope)—-Washington Report on the Medical Sciences, 
January 17, 1949. 

* + + 

“Since the British National Health Service started, 

Surrey, England, druggists have dispensed more than 
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half a million doctors’ prescriptions for medicine and 
pills. This is about two and a quarter times as many as 
in the same period last year. 

“Under this Act one doctor’s prescriptions during a 
week included, ‘corsets, coal, hot water bottles, outside 
shoes, vacuum flasks, brassieres, milk, elastic stockings, 
petrol, eggs, whiskey, paraffin, and ~ brandy.’ ”’—The 
American College of Radiology Monthly News Letter, 
January, 1949. 


* * * 


L. Fernald Foster, M.D., of Bay City, MSMS Secre- 
tary, has appeared recently before numerous groups and 
societies to explain the MSMS CAP Program and the 
work of the Mediation Committees. He spoke to the 
Oakland County Medical Society on January 20; Bay 
County Medical Society on January 26; Calhoun County 
Medical Society, February 1; Tuscola County Medical 
Society, February 10; Kalamazoo Academy of Medicine, 
February 15; Saginaw County Medical Society, February 
22; Charlotte Rotary Club, March 1; Jackson County 
Medical Society, March 15; Wayne County Medical So- 
ciety Auxiliary, April 8 and Bay City P.T.A., March 2. 


* + 


Wm. J]. Burns, MSMS Executive Director, spoke to 
the Michigan Society of Professional Engineers in 
Lansing on February 21; his subject was “The Benefits 
of Membership in a Professional Organization.” 

“Work to Build Attendance,” was the subject of the 
lead feature article in the magazine Convention and 
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e@ BLUE PEARL 


CUMMINS OPTICAL 
COMPANY 


CAdillac 7344 76 W. Adams 
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(Facing Grand Circus Park) 


DETROIT 26, MICHIGAN 
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FOR LEUKORRHEA 
Eliminate Douching. and 
Insufflation 


A vaginal capsule to assist in restoring 
normal acidity of the vagina and inhibit 
increase of the trichomonads. Simple to 
use and economical. Each capsule con- 
tains sulfanilamide 10 grains, lactic acid 
oe mgms in a glycerine and vegetable oil 
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Sample and Literature on Request 
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Trade Shows of January, 1949, written by Mr. Burns, 
which outlined the years of study, planning and pro. 
motion behind the 765 per cent increase in MSMS Ap. 
nual Session attendance accomplished by the Michigan 
medical profession in thirteen years. 


* * * 


VA Administrator Carl R. Gray, Jr., promised that 
hospital retrenchment will result in reduction of service 
to neither service-connected or non-service-connected pa- 
tients. The savings of $279,000,000 would be effected 
according to the present budget by cancelling plans for 
twenty-four new hospitals and reducing the size of four- 
teen others. Most of them are in the south and middle 
west and Congressmen are already raising a rumpus over 
the impending slash. There will be no interference with 
the thirty-one VA hospitals which are under construction. 
The Hawley Board report calls for decommissioning 
of two Army General Hospitals and one Navy General 
Hospital; reduction of three general Army hospitals to 
station status, and forty-eight Army station hospitals to 
dispensaries——Washington Report on the Medical Sci- 
ences, January 17, 1949. 


+ + # 


Gen. Dwight D. Eisenhower warned that the nation 
might fall under the dictatorship of a bureaucratic gov- 
ernment unless it steeled itself against a readiness to 
accept paternalistic measures. 

Eisenhower now is on leave as president of Columbia 
University to serve temporarily as presiding officer of the 
Joint Chiefs of Staff. 

He addressed student leaders from many states at a 
Columbia forum on democracy. 


“The kind of dictatorship under which we may fall 
today is not that brought off by some individuals of his- 
tory through coups d’etat and a suddenly seized power, 
and with Army and Navy or some other kind of method, 
or through guns, or to put us all in straitjackets,” Eisen- 
hower said. 


“There is a kind of dictatorship that can come through 
a creeping paralysis of thought, a readiness to accept 
paternalistic measures from the government and, along 
with those paternalistic measures, a surrender of our 
own responsibilities and, therefore, a surrender of our 
own thought over our own lives and our own right to 
exercise our vote dictating the policies of this country.” 


Discussing the results of a shift toward centralized 
bureaucracy, Eisenhower said: 


“There will be a swarming of bureaucrats over the 
land. 


“Ownership of property will gradually drift into that 
central government, and finally, you have to have a dic- 
tatorship as the only means of operating such a huge 
organization.” —Detroit Free Press, February 14, 1949. 


* * * 


Thirteen thousand dollars a bed is the estimate for 
some rural hospitals or‘additions contemplated in Michi- 
gan under the Hospital Survey“ and Construction Pro- 
gram. However, when bids actually were opened on 


‘ projects, one small hospital ran over $20,000 a bed, 
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although this figure was reduced to about $17,400 by 
stripping the building. Whereas the estimate on cubic 
costs had been about $1.35, bids came in from $1.40 for 
a 72-bed addition on St. Joseph’s Hospital in Menominee 
(beds only) to $1.87 for a small new general hospital 
in Manistique. 


At the present time, contracts have been let on only 
two projects in which the federal government is assisting 
with Hill-Burton funds. These are the Holland Hos- 
pital and the addition of the St. Joseph Hospital in 
Menominee. Two other projects on which bids have 
been opened and for which insufficient funds are avail- 
able are Manistique and Rogers City. Other appli- 
cations which have been received and which presumably 
receive assistance out of one of the first three years’ 
allocations are: Iron Mountain, Manistee, Greenville, 
Hancock, St. Joseph, Benton Harbor, Dearborn-Western 
Wayne, Three Rivers, Hastings, Traverse City, Frankfort, 
and Albion. 


+ * * 


J. S. DeTar, M.D., of Milan, Speaker, MSMS House 
of Delegates, addressed the National Rural Health Confer- 
ence on February 5 in Chicago. His talk, entitled, “A 
State Rural Health Committee in Action,’ was broad- 
cast over WGN, Chicago, and the Mutual Network. Dr. 
DeTar also was invited to address the Oregon State 
Medical Association’s Secretaries Conference in Port- 
on February 20; he spoke on “The Michigan CAP 

lan.” 
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On January 11 he visited the “20 Club,” Ypsilanti, and 
spoke on “Uncle Sam, M.D.” On January 20 he spoke 
at Christ Church, Cranbrook, on the subject “Uncle Sam, 
M.D.,” and on the same day addressed the Oakland 
County Medical Society with an “Analysis of the Ewing 
Report.” On January 26, during Farmers’ Week in 
Lansing, he spoke on “Community Health Needs from 
the Doctor’s Viewpoint.” On February 14 he spoke to 
the Beyer Hospital Auxiliary, Ypsilanti, on “The Answer 
of the Medical Profession to the Socializers.” On Febru- 
ary 15 he addressed the Staff of St. Joseph’s Hospital, 
Ann Arbor, with his “Analysis of the Ewing Report,” and 
on February 17 he attended the meeting of the Monroe 
County Medical Society and spoke on “The Public 
Education Program of the AMA.” He returned to Beyer 
Hospital, Ypsilanti, February 24, and addressed the 
Nurses Staff on “The Threat of National Socialism.” 


March 1 found Dr. DeTar addressing the Jackson 
Women’s Club on “Uncle Sam, M.D.” and also at the 
St. Joseph County Medical Society meeting in Sturgis, 
where he spoke on the subject “American Medicine’s 
Progressive Program.” March 15 he addressed the Ro- 
tary Club in his home town of Milan on the topic 
“Socialization; Shall We, or Shall We Not?” Also on 
this day he addressed the Kalamazoo Academy of Medi- 
cine with his “Analysis of the Ewing Report.” On 
March 23 Dr. DeTar addressed the Wayne County 
Medical Auxiliary in Detroit concerning “Specific An- 
swers to the Arguments for Socialization of Medicine; A 
Plan of Action for the Auxiliary.” 
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$5,000.00 accidental death.............. $8.00 

$25.00 weekly indomnds, gecidens Quarterly 
sic 

$10,000.00 accidental death............ $16.00 

50.00 weekly a, a Quarterly 
sic 

$15,000.00 accidental death............ $24.00 

$75.00 weekly indemnity, accident Quarterly 


and sickness 
$20,000.00 accidental death............ 
$100.00 weekly indemnity, accident 
and sickness 
ALSO HOSPITAL EXPENSE on jpuasens 
WIVES AND CHILDR 
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85c out of each $1.00 gross income used for 
members’ benefits 


$3,000,000.00 $15,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members, 


Disability need not be ineurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
47 years under the same management 
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THE DOCTOR'S LIBRARY 


Acknowledgment of all books received will be made in this 
column, and this will be deemed by us as a full com pensation 
of those sending them. A aivetion will be made for review, 
as expedient. 


a ILLUSTRATIONS OF ANATOMY AND PATHOLOGY, 
H. Nettern, -, Summit, J.: The Ciba 


Frank 

— 8 F.. Products, Inc., 1949. 

Issued in book form are the Ciba illustrations of anat. 
omy and pathology which were prepared by Frank H, 
Netter, M.D. These full color drawings have been dis. 
tributed to physicians for the last several years in port. 
folio form by Ciba Pharmaceutical Products, Inc., Sum. 
mit, N. J. 


These anatomical charts have been widely acclaimed 
in the medical profession. In many medical schools they 
are used as teaching aids and physicians have found them 
valuable in office instruction of patients. 


While portfolios of new drawings will be issued from 
time to time, this new book brings together those that 
were distributed up to January 1, 1948. 

The book measures 914 x 12% inches and contains 
224 pages, showing 191 of these anatomical charts 
printed in full color. It is being sold by Ciba at a price 
to cover only the actual printing and binding costs. 

The subjects covered in the book are as follows: 


Color Plates 


Se I BI GI sin isseccsticssaccccenininiennece 36 
BI WP CE IN co vreiiicaseanncrnckctencesencosonnnie 12 
a sis rcivaticneniescitamanaee thadunasaniniiigns 12 
TUM MUI 62-5 on so vcu cd clasgivasessteavoacaecaaenek 19 
I ii iaicnciuiiiniinistinabidibalialanaies 12 
TE TE TI icnccsisesncucevnncsccevcscteseress 20 
Rn eT Re Or 20 
Injuries of the Abdomen ...................0:00 10 
Re OT Rene r ae 14 
RN ii a oe ta 5 
I i iisincsiciaseatbnsiiecivaisinissilasiaiisbiie 2 
I I I istic cvrsisisctuanvecrnecbinaniabeaten 18 
Tie TRemet Ori Atte qn... .ccscccccncscsscceseseeess 11 


The illustrations are printed on 80-pound gloss enamel 
paper and the book is bound in boards with blue buck- 
ram covering, with the title stamped in genuine gold on 
the front and spine. 


marae, OF PUBLIC HEALTH HYGIENE. By J. R. Con 
M.A. (Oxon.), M.D., LL.D. (Glas.), D.P.H. £ irm.), F.R C.P. 
(Edin. go ee any of Public’ Health, University of Sis 
gow, ounty Medical Officer of Buteshire and Medical Officer of 
the Royal Burgh of Rothesay, sometime County Medical Officer 
of Fifeshire and Kinross, Medical Officer Scottish Board of 
Health. Professor of Preventive Medicine Kingston, Ontario, and 
Medical Officer of the City of Chester. And A. G. Mearns, M.D., 
B.Sc. (Public Health), D.P.H. (Glas.), F.R.S. (Edin.) Senior 
Lecturer and Examiner in Hygiene in the University of Glasgow. 
Medical Adviser, Scottish Council for Health Education. Special- 
ist Clinical Officer, ~~ of Glasgow. Third edition, with 
212 illustrations and _ lates in color. Baltimore: The Wil 
liams and Wilkins Co., 4 


This is a British text on hygiene and public health, re- 
written since the war gnd incorporating much new mate- 
rial, the outgrowth of war experiences. Aircraft regula 
tions are dealth with extensively. New chapters have 
been added on Health Education and Medical Clima- 
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v4 Security Bank Building s * Battle Creek, Michigan 
a port SAGINAW e GRAND RAPIDS ° DETROIT 
’ Sum- 
laimed tology. Discussion of Social Medicine covers the Poor 
Is they | Law, Medical Practice, Unemployment, Orthopedics, WORTH READING 
d them National Health Service and Care of the Aged. Sections 1. “The Case Against Socialized Medicine” by 
are included on School and Mental Hygiene, Industrial Lawrence Sullivan (Statesman Press, National ‘ 
if Hygiene, Statistics, Food, Ventilation, Water Supply and Press Bldg. Washington 4, D. C.) ; 
rom 1 Cc ity Di d Infestations. The Se eae 
e that ee er 2. “How to Pay the Doctor” in Woman’s Home 


book is one of the most complete we have seen and will 


be of great value to the practitioner as well as the student. Companion, March, 1949, page 4. 
ntains 3. “Good Medicine Doesn’t Mean Socialism” in 


“4 > 
charts § ,ypsTHESIA: PRINCIPLES AND PRACTICE. A Presentation Collier's of March 5, 1949, page 78. 
4 price for the Nursing Profession. By Alice M. Hunt.’ New York: 4. “California Calls the Doctor’ in Collier’s of 
G. P. Putnam’s Sons, 1949. Price, $2.60. 






























- Miss Hunt, surgical anesthetist for twenty-five years February 26, page 56. 
; in the Surgical Department of Yale University Medical 5. “A Crusader,” editorial in Detroit Free Press 
Plates School, speaks from much experience in her book writ- of March 15, 1949. 
36 ten primarily for the information of nurse anesthetists. 
12 She tells of the history of anesthesia, discusses the physi- 
12 ology and the anesthetic drugs. She tells of general 
19 anesthesia, local and regional anesthesia; premedication, 
12 its advantages and disadvantages; care of the patient, 
90 preoperative and pestoperative. Preparation of the pa- 
90 tient and administering the anesthesia are outlined. Va- 
10 rious anesthetic agents, volatile liquids, gases, intravenous 
14 or spinal drugs are considered, including the adjuncts 
5 avertin, evipal, and pentothal sodium. Obstetric anes- 
9 thesia gets a chapter. This book is not a detailed text, 
18 | but a convenient and handy outline for the guidance 
11 of the anesthetist. 
namel 
buck- SURGERY OF THE HAND. By Sterling Bunnell, M.D.. Honor- 
ary member of American Academy of Orthopedic Surgeons; 
Id on Member of American Surgical Association, American Association 
of Plastic Surgeons, American Society of Plastic and Reconstruc- 
tive Surgery, American Association for the Surgery of Trauma and 
' Senericen Society for Surgery of the Hand; Consultant in Hand 
Currie urgery to the Surgeon General, Licentiate of American Board 
RCP. of General Surgery and Plastic Surgery, Corresponding Member 
Glas. of British Orthopedic Association. Second Edition. Philadelphia: Milli 
nae ae J. B. Lippincott Co. Price $16.00. Map : H ions 
Officer Dr. Bunnell has given us a second edition of his mas- 
— terful book “The Surgery of the Hand.” This volume 
M.D., shows that he has profited by experience in the ob- e 
cae servation of 20,000 hand injuries during military service. Enjoy 
— The volume, if possible, is more extensive and more 
: Wil- authoritative than his original book. He has considered ¥ 
the hand as an entity and has made every effort to STROH’S ’ 
1, Te- Preserve its useful functions. His illustrations, of which 
nate- there are 779, are magnificent and his text greatly de- 
gula- tailed. Industrial surgeons or orthopedic men in general 
have will find this book a “must’”— not in their libraries, but 
|ima- on their reference or reading tables. THE STROH BREWERY CO. DETROIT 26, MICH. 
SMS Marcu, 1949 405 
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Meyer Institute of Body Culture q 


Massage and Swedish Movements—Medical Gymnastics 


Separate Departments for TRinity 2-2243-4 
Ladies and Gentlemen 330 New Center Building, Detroit 2. Michigan 
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NEEDED URGENTLY—General practitioner in a pros) _WANTED—General Practitioner in small town in South. 
perous community. Ideal setup for ambitious doctor. ern Michigan. Excellent rural community, good 
Hospitals located 15, 22 and 23 miles away on good schools, three churches, stores, bank, locker plant, and 
roads. Write Box 92, Delton, Michigan, for further many other advantages. Good hospitals in nearby 
information. towns. Excellent location for General Practice. Write 

E. D. Rutledge, Waldron, Michigan. 


DETROIT ALLERGIST desires young physician as as» OPENING FOR MEDICAL DIRECTOR of Sunshine 
sistant for six months or one year. Good salary. Un- Sanatorium. Complete surgical, medical and clinical 
usual opportunity for training. Possibility for per- tuberculosis program. Well qualified physician with 
manent association. Write Box 49, 2020 Olds Tower state license required. Salary adequate. Write: John 
Bidg., Lansing 8, Michigan. K. Burch, President, Board of Trustees, 217 Division 

Avenue, S., Grand Rapids, Michigan. 


7s Seay, Peateaey geruite in geek N= eee pee 5 obi ties accepted rotating 
tion. Also have plate holders and developing trays, . Darang? . ; 
et cetera. All priced cheap for quick disposal. Con- residency. One accepted rotating internship available 
tact: C. Wm. Hammer, 4590 Pacific Avenue, Detroit July 1, 1949. 213-bed Massachusetts Hospital. Del- 
4 Michi wn , ; nite teaching program with salary and maintenance. 
. — Grade “A” graduate only. Reply Box No. 2, 2020 
Olds Tower Building, Lansing 8, Michigan. 


FOR SALE—Thirteen room house, 1% acres beautiful 
grounds in a town of 2500 people, twenty miles from 
Battle Creek. Ideal for doctor’s home and office or 
nursing and convalescent home. For further informa- 
tion and appointment to inspect premises write Mrs. 
F. O. Davis, 601 N. Broadway, Union City, Michigan 


WANTED—Doctor of Medicine in village of 1,500 
people, with large summer resort and tourist business. 
Terminal for three railroads, State Ferry Service docks. 
Covers large trading area in northern section of lower 
peninsula. Contact: V. D. Barnett, Village Clerk, 
Mackinaw City, Michigan. 


FOR SALE—Equipment of deceased physician, large 

APPROVED MEDICAL RESIDENCIES — Available general practice in central Michigan city of 3500 
now and July 1, 1949. General hospital, 100 beds, serving a community of 6000. Excellent opportunity 
staff 50 per cent specialty board and college members. for an active physician. Hospital facilities and hous 
Adequate salary. Community Hospital, Battle Creek, ing available. Contact Box 3, 2020 Olds Tower Build- 
Michigan. ing, Lansing 8, Michigan. 





BORCHERDT 


MALT SOUP (. : Borcherdt’s Malt Soup Extract is a laxative 
“ modifier of milk. One or two teaspoonfuls in a. 
single feeding produce a marked change in the 

stool. Council Accepted. Send for sample. s 


BORCHERDT MALT EXTRACT COMPANY, 217 N. Wolcott Ave., Chicago 12, Ill. 
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